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INSULIN* 


F. J. BANTING, M. D., 
TORONTO UNIVERSITY, TORONTO, CANADA. 
The meeting was called to order by the President, 
Edward C. Warren. 


The speaker was introduced by Rev. J. Roy 
VanWyck. 


DR. BANTING: Mr. Chairman, ladies 
and gentlemen: I warned Rev. VanWyck, who 
introduced me, not to say anything about me 
personally, because after certain kind things 
are said one feels while they are being said as 
though they were attending their own funeral, 
and it leaves so much to be expected by the 
audience that they are often very much disap- 
pointed. 


There are few diseases in the history of 
medicine that have so romantic a history as 
does diabetes. It has been known from very, 
very early times; even around the middle of 
the sixth century the clinical symptoms of in- 
creased thirst, increased appetite, and increased 
amount of urine passed by the diabetic patient 
—all those symptoms were described. 

The clinical investigation was rapidly fol- 
lowing clinical observations. Very early they 
found that urine of diabetic patients, when 
placed on a hot stove and allowed to evaporate, 
rapidly left the odor of burnt sugar in the 
room. A little later on a more investigative 
mind boiled a couple of litres of urine to dry- 
ness and found, as he said, that there was an 
increased amount of salt in the urine over and 
above that usually found in the normal urine. 
That salt was sugar. 

Claude Bernard contributed a great deal to 
our knowledge. He set out in his very epoch- 
making work in an endeavor to discover the 
cause and an adequate treatment for diabetes. 
Then one very marked contribution to the sub- 


—_—.. 





*Before the Bay County Medical Society, at Bay 
City, Michigan, January 31, 1928. 


ject was given by Brunner in the sixteenth 
century. Brunner was a surgeon and of an in- 
quiring mind, and he was connected with Van- 
paggi, the famous anatomist and scientist, and 
there was a dispute as to whether the pancreas 
had any function or not, so Brunner removed 
the pancreas of a dog. He had purchased the 
dog from a butcher. The dog became very 
hungry, very thirsty, drinking very largely of 
water, to use Brunner’s words, and passed very 
large quantities of urine. The dog was so 
hungry that it frequently visited its former 
master and stole meat from the butcher shop, 
to such an extent that the butcher requested 
Brunner to do away with the dog. Brunner 
replied to the butcher that he very much dis- 
liked to put an end to the dog, because he so 
enjoyed seeing the clinical condition of the 
dog, and remarked further that this dog ex- 


celled all its canine brethren in its ability to 
urinate. 


The first definite attachment of the disease, 
diabetes, with the pancreas, however, really 
remained for Von Neuming and Mankoyski in 
1889. These gentlemen completely depancrea- 
tised a dog, and then it developed a severe and 
fatal form of diabetes, the sugar going up 
about double the normal amount, the normal 
amount being about 1.10 of 1 per cent. Twenty- 
four hours after pancreatectomy the blood 
sugar was double that, or two and one-half 
times normal, and the fourth or fifth day the 
blood sugar might be up even four hundred 
millegrams, or .4. The dog would show all the 
clinical evidence of diabetes, and would ‘die 
from the sixth to the eighth day, usually of in- 
fected wounds, or pneumonia, or go into a sort 
of comatose condition, although, as we will see 
later, coma is not a prominent symptom in de- 
pancreatised dogs, because in this form of ex- 
perimental diabetes when the pancreas is re- 
moved fat is not visible in the duodenum, con- 
sequently not absorbed by the intestine, conse- 
quently there is no intake of fat, and the acido- 
sis observed in experimental dogs is only of 


Editorial Note—The Bay County Medical Society was fortunate in securing Dr. F. J. Banting of Toronto to 


address their members and invited guests. 


Banting to state that 


é A stenographer was provided and we are privileged to publish this 
7 intcresting address on the work done to secure an effective treatment for diabetes. 
ig 


It is only fair to 


the stenographer’s transcript was not revised by the Docior, nor has it been edited. 
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the fat that is observed in dogs, hence it is 
more marked in fat, well nourished animals 
previous to pancreatectomy. 


Now, following this work of VonNeuming 
and Mankovski, in 1889, there was a large 
number of observers who tried to make extracts 
of the pancreas; Mankovski made his capil- 
laire, and a large number made watery extracts, 
glycerine extracts, alcoholic extracts of the 
pancreas, and although some of the extracts, 
for the main part, were given by mouth, some 
attempted to give them by rectum, and even 
one or two cases are reported in which it was 
given intraperitoneally, or intravenously ; how- 
ever, the successes in this direction were not 
marked. 


The work received further stimulus when 
Schafer produced his work on thyroid extract 
for treatment of deficiencies of the thyroid 
gland, and that called forth a renewed interest 
in England, and somewhere around six emi- 
nent physicians and physiologists combined in 
an endeavor to produce an extract; however, 
those were of little or no value, and were given 
up by their originators. The greatest success 
was obtained by Sulzer. Sulzer made extracts 
of the pancreas and tried it on five different pa- 
tients. He reports considerable success, and 
I think in the light of the recent work, in the 
work of the last two years, that no doubt Sul- 
zer had the active anti-diabetic principle ; how- 
ever, after treating five patients, and after his 
work was thoroughly investigated by Gures- 
beck, who was a disciple of Mankovski and in 
Mankovski’s clinic, he reported no results from 
Sulzer’s extract, even harmful results, and the 
whole problem was then abandoned, and that 


was in 1908. 


Since 1908 various work has been done, for 
the most part of a physiological nature. Physi- 
ologists have been trying on experimental ani- 
mals, and Kleinert, Merlin, Crawford in this 
country, Paulisko in France, and various other 
observers, only mentioning a few, have been 
trying on depancreatised dogs. The best work 
of this nature was done by E. L. Scott of Chi- 
cago. 
Scott atempted to ligate the pancreatic ducts 
of dogs, and wait for degeneration, because 
following the tieing of the pancreatic duct the 
azymous tissue of the pancreas being no longer 
of value, since it cannot secrete the pancreatic 
juice, the azymous cells are absorbed and re- 
placed by fibrous tissue. E. L. Scott then at- 
tempted to ligate the pancreatic ducts, but un- 
fortunately did not obtain degeneration, and 
this is in all probability due to the fact that 
he tied—just the simple little surgical _tech- 
nique of tieing the knot too tightly. As vou 


possibly know, if you try to obliterate a fal- 


In 1912 or 1913, I think it was, E. L. 
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lopian tube, or often the intestine to produce 
an obstruction, if you tie the knot very tightly 
you will cause necrosis of the tissue under the 
knot, and by the time necrosis has taken place 
a rush of lymph is laid between, becomes 
fibrinous, fibrinous cells form over the top, and 
the knot passes, and the obstruction is relieved. 
In all probability this simple little surgical 
technique upset the work of Scott, and this 
whole thing might have been brought to the 
world ten years earlier had it not been for that. 
Scott tried also alcoholic extracts, but his re- 
sults were not sufficiently definite to convince 
Dr. Scott himself, and that work was discon- 
tinued. 


The idea that presented itself at the com- 
mencement of this work was the result of read- 
ing an article by Moses Barron in a medical 
journal of November, 1920. In that article 
Barron describes the degenerative process re- 
sulting from the obstruction of the pancreatic 
duct, with the gall stone, and he also reviews 
the literature of the experimental tieing of the 
duct, and compares the degenerations that oc- 
cur in the two different phenomena. After 
reading that article it seemed reascnable to 
think that in this fashion, because of the de- 
generation that takes place in the azymous tis- 
sue, that in a fashion we could get rid of tryp- 
sin with its proteolytic enzymes. The thing 
itself seemed very simple, but I could not find 
in the literature at that time any record of the 
experiment having been made. I consulted 
with Professor J. J. R. McLeod of the Depart- 
ment of Physiology of the University of To- 
ronto, and he provided the necessary facilities, 
and the work was commenced in April, 1921. 
in association with Mr. Best. Mr. Best has 
been engaged in the problem with me since 
that time. 


The first work, then, was to tie the pan- 
creatic ducts of the dog, wait from seven to ten 
weeks for degeneration of the azymous tissue, 
remove this degenerated remnant, and inject 
it into a diabetic dog. As I said, twenty-four 
or forty-eight hours after the total removal of 
the pancreas of the dog the dog is an extreme 
diabetic, and the dog does not survive for a 
very long period, but while they do they are a 
splendid test object. We did this, and we were 
very fortunate in securing a very marked fall 
of the percentage of sugar in the blood, when 
the extract made from this degenerated gland 
was injected intravenously. The first trial was 
made on the 31st of July, 1921, and the dog’s 
blood sugar came down from 200 milligrams 
per cent to 90 milligrams inside of two hours. 
The result was very promising, and the work 
was continued. We found that by the use of 
an extract which was made in the following 
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way—this degenerated gland, which is about 
the size of one’s thumb, is very nodular, hard, 
white, fibrous tissue, with islets scattered all 
around through it, and I might say that these 
dogs in which the pancreatic ducts had been 
tied did not develop diabetes, although they 
were all tested with regard to blood sugars and 
the secretion of sugar in the urine, and this de- 
generated pancreas was removed from the dogs, 
cut into fine pieces, ground in a mortar, filtered 
through cheese cloth and blotting paper until 
a fairly clear solution was obtained; this solu- 
tion was then injected intravenously into the 
dog, and the blood sugar and the urinary sugar 
observed following the injection. We invari- 
ably found that the percentage of sugar in the 
blood was reduced until the animals would be- 
come sugar free following such an injection. 
There were none of the toxic symptoms one 
would expect to find, and on examination we 
found the extract did not contain trypsin or 
other detrimental proteolytic enzymes, or en- 
zymes containing protein. This was the first 
type of extract used. It was used only in the 
laboratory on dogs. 


Now, the second type of extract used—that, 
by the way, was very expensive and took a long 
time to make, because it took seven weeks for 
degeneration, and the dogs were very expen- 
sive, three dollars apiece, and hard to obtain. 
We had a very remarkable diabetic dog, which 
we had been able to keep alive for sixteen days. 
That is very unusual. The next dog we had 
was nine days after pancreatectomy previous 
to that. This dog was a remarkable dog, and 
if you will pardon a diversion I would like to 
tell you something relating to the dog. There 
is a very marked psychic element in the dog, 
and you must handle the dog, paying particu- 
lar attention to its varying moods, and treat it 
more or less like a human. On my rounds in 
the morning I went around to see all the dogs, 
opening the cages, petting the dogs, and trained 
many of them to shake hands and catch their 
food, and it took a lot of time, but it was the 
only thing I was doing. This dog, when we 
wished a sample of blood—after specimens 
were obtained the dogs were allowed to run 
around the laboratory, and when we would de- 
sire a specimen of blood, or when the time was 
up for a specimen, if the dog was not sitting 
on the chair opposite me with his head over 
my knee while I was examining his previous 
specimen of blood, he would be running around 
on the floor—I would call him by snapping my 
fingers, and he was very pleased that the time 
for his next sample had arrived. We set them 
on the table, lay him on the side, put his head 
down, and put a handkerchief or towel or any- 
thing over his head, just to close his eyes. The 
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dog is much like an ostrich in this manner, they 
think they are entirely hidden if their head is 
covered. You could then put an elastic around 
the leg to slightly engorge the veins, wash off 
the leg with alcohol, and the dog would not 
move; take your sample of blood, put it in with 
the oxidate and shake it up, and the last thing 
to do was to remove the towel from over the 
dog’s head, because the dog would immediately 
jump up and demand his reward in the nature 
of a piece of meat, which he was never denied, 
and which he never failed to catch when thrown 
anywhere in his direction. This dog, to which 
we became very much attached, developed a 
very bad condition when we had run out of ex- 
tract. We sacrificed the lives of three dogs in 
which the ducts had been tied, to keep this dog 
alive, with the fairly normal blood sugar and 
fairly sugar-free in the course of this 16 days. 
We had run out of duct-tied dogs, and this dog 
became severely diabetic, and had all the char- 
acteristics. The wounds, which had been 
healed, were beginning to break down, scum 
was gathering in the corner of his eyes, as is 
usual, the dog became very much thinner and 
extremely weak, and instead of meeting him 
on going into the room, the dog, which had al- 
ways been up and wagging its tail and greeting 
me with his long-friendly little bark, would not 
even prick his ears, and it was very pitiful. 
When raised to his feet he would sink down 
again, characteristic of a severe diabetic condi- 
tion in dogs. We must obtain, if possible, 
something to prolong its life. The old ex- 
periment of removing the part 
of the small intestine, making a secretion, and 
injecting it into the dog, in order to obtain a 
flow of pancreatic juice. That is a well known 
experiment, and it seemed reasonable that if we 
continued the injection of secretion long 
enough we finally would get exhaustion of the 
trypsin, because it seemed that trypsin was the 
destroying influence and the thing that had 
prevented former observers from isolating the 
active principle. We did this and succeeded in 
keeping a dog under an anesthetic for six and 
a half hours, during which time secretion was 
continually injected into the femoral vein, rap- 
idly removed the pancreas, made an extract of 
it, using ice cold Ringer solution, and injected 
it into the dog. Unfortunately, at that time 
we were taking blood sugar readings by the 
Louis-Benedict method, and we could not take 
the blood sugar readings until morning, until 
daylight. We took the samples and gave the 
dog extract every four hours during the night, 
and saved the specimens until morning for the 
readings. Before daylight, however, the dog’s 
clinical condition was so markedly improved 
—he was now able to stand up, even licking his 
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wounds, and taking an interest in his surround- 
ings, consequently we knew before the blood 
sugar readings were taken that the extract was 
acting ina favorable manner. When the blood 
sugars were finally worked out we found the 
blood sugar had been reduced from .4 or 400 
milligrams percent, to point .007, or 77 milli- 
grams per cent. We were able for three days 
to keep the dog’s blood sugar normal with the 
use of this extract, and in that way we got 
another link in the chain of events that has 
finally led us to a very much more refined ex- 
tract, although there is still a very great deal 
to be desired. However, on repeating over and 
over again this method of obtaining an extract, 
and this method of getting a reduction of the 
proteolytic enzymes and destroying agents we 
were not always so successful. There were 
very frequently traces of trypsin, and it was 
impossible to totally exhaust the granules of 
the azymous cells on all occasions, consequently 
this method was abandoned very soon after its 
inauguration. 


The next method of obtaining the active 
principles arose from work done by an anat- 
omist named Leguise. Leguise had found that 
in new-born and premature animals there are 
comparatively a larger number of islets than 
in the adult pancreas. At first it seemed rea- 
sonable to think that one would get a better ex- 
tract of the whole gland, that is, from the 
foetus. Thinking the problem over and over, 
we finally thought we might get even a better 
extract than that from a premature birth or 
miscarriage, and going back still further, it 
seemed reasonable that since trypsin is not used 
in the animal body until birth, that nature 
would not provide us with the proteolytic en- 
zymes until they were required, but we knew 
that all other internal secretions are present 
as soon as the cells are differentiated in their 
embrvological development, and that in all 
probability the internal secretion of the pan- 
creas would be present in foetal animals. The 
next morning I was waiting for Mr. Best, and 
on his arrival we immediately took ourselves to 
the abattoir and were successful in obtaining 
nine foetal calves. We removed the pancreas 
from the calves, which we found later to be 
under four months development, returned to 
the laboratory, and tried them on diabetic dogs, 
and to our delightful surprise the most potent 
extract we had by all odds up to that present 
time was thus obtained. This gave us an abun- 
dant supply, because there are as high as forty 
foetal pancreases obtainable in anvthing like a 
lively killing house in the course of a day. This 
gave us, then, two or three hundred c.c. of 
notent extract on which to work. We then be- 
gin on the chemistry, trying various solvents 
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in an endeavor to obtain a solvent which would 
destroy, precipitate, or fail to dissolve the de- 
stroying elements. We found our closest ap- 
proach to this in a slightly acidified alcohol. For 
instance, when we take 95 per cent alcohol and 
make it up to point 2 per cent acid by the addi- 
tion of hydrochloric, and take equal parts of 
ground pancreas, which is put through an ordi- 
nary meat chopper, and this acidulated alcohol, 
and macerate them, filter them through gauze, 
and then through filter paper until one obtains 
a clear straw-colored fluid, and you must get 
rid of the alcohol, because you cannot inject 
it into the animal, but you can readily get rid 
of it by putting the solution in photographic 
trays and with an electric fan blow off the alco- 
hol, and taking it down to dryness, in that 
fashion you obtain a brownish resin-like sub- 
stance, and when that is re-dissolved in solution 
and injected into an animal you get a very 
marked fall in the percentage of sugar in the 
blood. 


A more efficient way of getting rid of the 
alcohol, and a more economical way, is to do 
it in a vacuum still. You require a vacuum, 
because there you can cause alcohol to boil at 
a much lower temperature, and in this stage 
we found it was destroyed at 67 degrees Centi- 
grade for 20 minutes, consequently we usually 
use the vacuum pump to remove the alcohol. 
We found that this residue was insoluble in 
95 per cent alcohol, that it was soluble in all 
dilutions of alcohol up to 70 per cent, leaving 
the medium between 70 per cent and 95 per 
cent. We succeeded in getting a sufficiently 
potent extract to try its effect on three human 
diabetic cases, with very favorable results. 
However, the results here were not so very 
marked, but it was serving a very useful pur- 
pose and turned the minds of some of the 
seniors, whose co-operation we were very an- 
xious to obtain, and we got more abundant 
facilities and more assistance. At this time 
we were united by Dr. Kollup, professor of 
biochemistry at the university, who succeeded 
in precipitating the active principle between 70 
and 95 per cent, thus obtaining a more refined 
extract than we had been able to obtain. At this 
stage of the investigation an entirely new de- 
velopment occurred. The clinical investigation 
was taken over by Dr. Campbell and Dr. 
Fletcher, under the directorship of Professor 
Duncan Graham of the department ; the physi- 
ological investigation was taken over by Profes- 
sor McLeod of Toronto University, and 
Professor McLeod allotted the various prob- 
lems on which he had been working to various 
workers, and under his generalship an unpara- 
leled amount of work was accomplished, in a 
comparatively short time. The work prog- 
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ressed very, very rapidly under his director- 
ship. The production for the clinical cases 
and also for the experimental work was under 
the direction of Dr. Miller, a biochemist in the 
Corot laboratory of the university, which is 
under the directorship of Professor Fitzgerald 
and Dr. Deveres. In this way we obtained the 
co-operation of three of the leading depart- 
ments of the university, and it is due to the 
co-operation and whole-heartedness of the 
combined work that progress has been so rapid. 


I will briefly outline some of the outstand- 
ing physiological results obtained by this team- 
work. Very early in the experiments we 
wished to know where the effect of the extract 
was being exerted. It seemed reasonable to 
conceive that the extract in some way influ- 
enced the function of the liver, that it possibly 
assisted in the building up of the ordinary sugar 
absorbed from the intestine in the glycogen and 
the starch of glycogen in the liver, because you 
know, after a meal there is absorption of the 
glucose by the mucous membrane of the intes- 
tine going up to the portal vein and into that 
portal vein entering that vein of the pancreas 
around the islets and in all probability they 
are rich in the internal secretion. They go 
from there to the liver, and it is a known fact 
that the percentage of sugar in the portal vein 
before it passes through the liver is very much 
higher in the course of the digestion of a car- 
bohydrate meal than is the blood that returns 
after passing through the liver. This seemed 
to be the most reasonable site of action. To 
test this hypothesis we depancreatised ‘three 
dogs, and gave them large quantities of sugar. 
Now, a totally depancreatised dog is unable to 
build up glycosen in the liver, although you 
give them large quantities of sugar and glu- 
cose, you very rarely if ever obtain more than 
1 per cent glycogen; there is always a trace, 
as obtains in all tissues; there is always a trace 
of glycogen, but never over 1 per cent. We 
did not obtain over one-half of 1 per cent. 

The next three experimental dogs we gave 
the same amount of sugar, killed them at the 
same time, but to those dogs we had given large 
quantities of extract, and the percentage of 
glycogen in the liver of those three dogs ranged 
from 11 to 14 per cent. In one case, however, 
there seemed to be an abnormally high percent- 
age of glycogen, and it was estimated at 18, but 
we were not certain of the estimate, and we 
therefore are sure that there is more than 11 
ber cent that may be stored as glycogen in the 
liver. This is a very important and funda- 
mental finding. 

Now, an old physiologist once said that one 
never finds fat and glycogen in the same liver. 
The percentage of fat was estimated in the liv- 
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ers of dogs which had been given no insulin but 
which had been given sugar. In these dogs we 
found very high percentages of fat, ranging 
as a usual thing from 6 to 12 or thereabouts, 
and in the dogs to which extract and sugar had 
been given, in which there was large amounts 
of glycogen, the per cent there was very little 
fat. To prove that the saying was wrong we 
allowed a dog to go three days on sugar without 
extract following total pancreatectomy, then 
gave him large quantities of extract rapidly, 
and found in this dog that there was six point 
something per cent glycogen, and five point 
something of fat; in other words, we tried to 
strike the balance between the reabsorption of 
that fat and the deposition of glycogen. 

It is often said in clinical fields that it is 
useless to reduce the blood pressure of a pa- 
tient, unless you obtain thereby a clinical value. 
It is also useless to reduce the blood sugar of 
a patient, the percentage of sugar in the blood 
of a patient, unless you actually cause the pa- 
tient, or permit the patient, to burn that sugar. 


Now we commenced to investigate whether 
the diabetic dog in the first place was able to 
burn the sugar after the injection of the ex- 
tract. As you know, when pure carbohydrate 
is burned in the body the amount of oxygen 
consumed, compared with the amount of car- 
bon-dioxide excreted, is as one to one; when 
protein is burned it is point 8 to 1, and when 
fat is burned it is point 7. In this fashion we 
can tell in the experimental animal, and in the 
human, what type of foodstuff is being oxi- 
dized by the body. In diabetic dogs it is usu- 
ally found to be from point 6 to point 7.2. The 
lowness is possibly due to the transfer of food- 
stuffs from one variety to the other; in other 
words, the transformation possibly of protein 
to corbohydrate or from fat to carbohydrate, 
but even with administration of sugar this is 
not lifted appreciably. When extract is ad- 
ministered along with sugar we have been able 
to raise it far above the protein or fat level, 
definitely proving that carbohydrate is being 
burned. In experimental dogs we have had it 
go as high as point 9.6, and in patients to point 
9.4, which has definitely proved that by means 
of the artificial administration of the external 
secretion of the pancreas carbohydrate can be 
definitely caused to be burned by the diabetic 
animal or patient. 

Another very important finding was that a 
dog’s life could be very markedly prolonged by 
the continued administration of extract in de- 
pancreatised dogs. As I said, depancreatised 
dogs seldom live more than between 18 and 
20 days, and we found they usually died from 
the eighth to the twelfth dav, more often 
around the eighth day. Our first attempt at 
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longevity, or prolonging the life of a dog, was 
a result of the dog’s living 19 days; on the 
second attempt the dog lived 21 days. This 
dog died in a very peculiar manner. We had 
just made some new and very potent foetal- 
calf extract and gave it to this dog. It had 
been alive for 20 days at that time. About two 
hours after the injection the dog exhibited very 
peculiar clinical conditions. The dog first be- 
came very, very sleepy, and finally when he 
was unable to be aroused he became very cross 
and even snapped at me. There was a very 
marked change in the dog’s disposition . From 
15 to 20 minutes the dog went into coma, and 
then began to twitch, and then finally went 
into convulsions, the respirations became very 
rapid, pulse also became rapid, and we observed 
the dog, and we called this in our notes, anti- 
feletic light reaction, although the dog had been 
on the same type of extract for 20 days. We 
tested the extract on another dog and found it 
was very potent; however, we missed the point 
by not taking the blood sugar, we were so in- 
terested in the clinical condition of the dog 
that we did not take a blood sugar. We left 
the dog for dead, but the next morning it was 
walking around in a normal fashion, and on 
giving it its daily dose on the second day the 
dog exhibited the same conditions; they ap- 
peared a little earlier after the injection, were 
more severe, and the dog died. This, we be- 
lieve now is our first experience with a very 
important problem with which we have to deal 
now and always will have, namely, that of hypo- 
glycemia, or abnormally low percentage of 
sugar in the blood, as a result of too much 
sugar disappearing from the blood stream. 


On the third attempt at longevity the dog 
lived for 70 days, at the end of which time it 
was still able to run about the laboratory floor, 
and scratch fleas on the back of its neck in a 
normal fashion; it was very thin and weak, but 
was still in fairly good condition. We chloro- 
formed the dog, however, on the seventieth 
day, and a careful autopsy was performed by 
Dr. Robertson, pathologist of the General Hos- 
pital, in an endeavor to find any remaining 
trace of the pancreas. There was a very small 
bag of tissue which appeared much the same 
as azymous tissue, in fact, there would be about 
two millimeters of it in diameter, about one 
millimeter in thickness, and it lay under the 
mucosa inside the muscular layer of the intes- 
tine, and was only seen by holding the intestine 
to the light and noticing this little bag, and the 
tissue contained in it closely resembled 
azymous cells, and no pancreas was found. 


This, I may say, clearly proves that by means 
of insulin, at least some of the deficiency of the 
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internal secretion of the pancreas can be sub- 
stituted. 


Now we found that normal rabbits could be 
used in the laboratory as tests for the potency 
of the extract, and we found that a normal 
rabbit, on receiving an over large dose, would 
exhibit, from three-quarters of an hour to two 
hours and a half or even three or four hours, 
that the animal on receiving the over dose 
would exhibit very characteristic symptoms, 
which were constantly found. The animal 
would become hungry, as evidenced by the fact 
that it would come to the front of the cage, 
chew at any foodstuffs that would be there, and 
in some cases if there was no foodstuffs, the 
animal would chew at the woodwork of the 
cage. Hunger then was one of the first symp- 
toms of hyperglycemia; a little later on the 
animal would become sleepy, stupid, go to the 
back of the cage, become hunched up. Twenty 
minutes later possibly, the animal would be- 
come unconscious. However, in this uncon- 
scious condition it was hyperexcitable; if you 
kicked the side of the cage or probed the rab- 
bit it would jump, and in this way we could 
definitely show the stage of hyperexcitability; 
even at a noise the rabbit would jump. The 
rabbit then became completely unconscious, 
and in coma, and then it would have a charac- 
teristic convulsion. This convulsion consisted 
in a side-rolling movement, for the most part. 
The first time it occurred it cleared the whole 
side of a table of test tube racks, etc., because 
the rabbit rolled over and over, taking all the 
glassware ahead of it. We always kept them 
in the cages or on the floor after that. The 
rabbit then would have alternating attacks of 
convulsions and coma. On taking the blood 
at the onset of these convulsions in a large 
number of rabbits, we found the average blood 
sugar at which this phenomena occurred was 
.045. The normal blood sugar of a rabbit on 
a large number averaged .134. This then be- 
came our first unit or biological means of esti- 
mating the potency of any extract. The unit 
which now exists as the unit of insulin was 
then defined as the amount of active principle 
required, the blood lowering principle required, 
to reduce the blood of a normal rabbit to this 
hyperglycemic stage, and the blood sugar down 
to .045. We later found that if the animals 
were very highly fed before extract was given 
that the action was not so pronounced, there- 
fore we had further to standardize the extract 
by starving the rabbits 18 hours. We further 


found that it required much more active prin- 
ciple to reduce the blood sugar of a two or 
three kilogram rabbit than of a one kilogram 
rabbit, consequently we had to add further 
clauses. The definition now is, “the amount of 
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active principle required to reduce the blood 
sugar of a normal one kilogram 18 hour starved 
rabbit from its normal level of .134 to the sub- 
normal level of .045, and produce convulsions 
inside of three hours or three hours and a 
half.” On a large number of clinical cases we 
found that unitage approximates point two and 
a half grams of sugar utilized by the ordinary 
severe diabetic. Other forms of hyperglycemia 
were tested against the extract. As you know, 
on a puncture of the floor of the fourth ven- 
tricle as originally taken by Claude Bernard, 
there is a very marked rise in the percentage 
of sugar in the blood, and this hyperglycemia 
can be controlled absolutely by the use of in- 
sulin. The hyperglycemia from  carbon- 
monoxide poisoning and all of these types of 
hyperglycemia can be controlled by the extract. 
I think that fairly well covers the earlier physi- 
ological investigations. 


Now, the clinical investigation commenced 
with a good deal to go on. The laboratory 
must precede the clinical, although the labora- 
tory must receive its inspiration and sugges- 
tions from the clinic. The work then for the 
most part was to reproduce, as far as possible, 
these investigations on the human. That in- 
vestigation showed that the human diabetic 
differs but little in his main characteristics from 
experimental diabetes. I forgot to mention that 
acidosis in dogs could be removed, and I so 
observed in the human a clinical improvement 
which was so frequently observed in dogs was 
also observed in the human, and a feeling of 
well-being experienced. However, after about 
two months of investigation in the clinical field 
we had the misfortune of not being able to ob- 
tain extract. In changing from the test tube 
scale to a larger scale production we had the 
misfortune of even losing the methods of ob- 
taining it in small quantities. It was a very, 
very difficult procedure, and Mr. Best and I 
were forced to resume our work where we left 
off, and it is due for the most part to the ef- 
forts of Mr. Best, who has been with me from 
the very beginning, that we were again estab- 
lished on our feet, and on a firmer basis than 
ever. The method was changed, and after re- 
suming the clinical investigation a clinic was 
provided for us in association with Dr. Gil- 
christ in the Christie street hospital for returned 
soldiers, and the clinical investigation was then 
carried on in the department, and we have a 
great deal to thank our boys for in the loyal 
way they stood by us and entered into the ex- 
periments. They were told everything we were 
doing, and they became very much interested, 
and there is no doubt that some of those men 
hold the record for having the greatest num- 
ber of samples of blood, and the greatest 
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amount of clinical work done on them. It was 
purely voluntary on their part, but they did 
not refuse to take any type of extract, whether 
it was toxin, producing local effects or general 
effects or anything, and they were very loyal 
to us and helped us a very great deal. How- 
ever, I will not go into the history of that as it 
is getting late, and there are a great number 
that have to catch the train. 


A clinic was established in August in the de- 
partment of medicine, and we there became 
associated with Doctors Campbell and Fletcher 
under the directorship of Professor Dr. Gra- 
ham, and the work is going along magnificently. 
Professor Henderson has taken the director- 
ship of the pharmacological investigation, Dr. 
Hunter of the department of biochemistry, has 
offered a great many suggestions, and the co- 
operative spirit is progressing. 

Now, the management of the patient. In 
the first place I might say that we have been 
simply bombarded by a tremendous number of 
diabetic patients, and despite our utmost care 
and endeavors to prevent newspaper publicity 
we have unfortunately been troubled a very 
great deal. I do not blame the patients, but 
we do somewhat blame the newspapers, and I 
would ask your president to kindly minimize 
it to the very utmost, because it stimulates false 
hopes prematurely, and we cannot at the pres- 
time begin to look after one-hundredth part 
of the patients that are applying, consequently 
we are unable to treat mild diabetics or any pa- 
tient whose own pancreas can be made, by die- 
tetic treatment, to secrete enough internal se- 
cretion, which we now call insulin, to metabo- 
lize enough food, making the utmost use of the 
carbohydrates, and supplying him enough car- 
bon and nitrogen to maintain a nitrogenous 
equilibrium. If we can, therefore, maintain a 
patient sugar free, they do not get the extract, 
because of the tremendous demand by the very 
severe types that do not yield to dietetic treat- 
ment. The plan, then, when the patient is ad- 
mitted to the hospital, is to work out by thor- 
ough investigation the tolerance of the patient 
as accurately as possible. The first twenty-four 
hours he is maintained on the diet he had 
previous to his admission to the clinic, to get 
his output of sugar and blood sugar level; he 
is then placed on a basal requirement and the 
diet so planned that he is making the utmost 
use of it, and so planned that he will just have 
the number of calories that he requires at rest. 
That is the Woodchit or Wilder, or those diets, 
and he is maintained on that diet for six or 
eight days or longer until the excretion of 
sugar, if it has not become negative, is at a con- 
stant level, and sufficient clinical work is done 
on him to find out his tolerance. If the patient 
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becomes sugar free on such a low diet, then the 
diet is increased, and we keep on increasing it 
to work out the tolerance accurately. If they 
can maintain lively on a basal requirement diet 
plus a quarter or half, giving them a little bit 
to move around on, we «do not consider them 
sufficiently severe to require treatment at the 
present time, consequently we can give no data 
on the very vast number of milder diabetics, 
and this field is reserved for future and less 
pressing investigation. 

Now the treatment of the severe patient. We 
first aim at giving the patient just sufficient 
extract, insulin, to render him sugar free. It 
sometimes requires a little more at first be- 
cause of his high blood sugar. We observe 
the patient very, very closely on the commence- 
ment of administration, because we wish to 
render him sugar free, and yet we do not wish 
to render him hypoglycemic. Patients vary a 
great deal in their response to insulin. As an 
example of this, I had two patients who, on 
admission had a blood sugar of 1.30 per cent 
sugar in the blood; the other .32, on a basal 
diet from the fourth to the sixth day, excret- 
ing an amount averaging about ten grams, the 
other excreted about twenty-five or twenty-six 
grams. The one with the higher blood sugar, 
and the one whose blood sugar was .30 was able 
to take about 12 units of a given extract with- 
out any untoward hypoglycemic effects; the 
other man had a severe reaction on being given 
an initial dose of three-quarters of a c.c.; 12 
hours after it was administered he was found 
unconscious on the floor of the laboratory. 
These dangers constantly surround us, there- 
fore nurses and all attendants and the patients, 
themselves, are instructed very definitely about 
the reaction of hypoglycemia. Hypoglycemia 
reaction in man closely resembles that observed 
in the laboratory animals. They frequently, 
but not always, experience hunger; they fre- 
quently, but not always, become flushed and 
break out in profuse perspiration; they fre- 
quently, but not always—some patients, for in- 
stance, the reaction is characterized by a pallor, 
and there is much variation in these symptoms. 
One or the other is always present. There is 
always, in this early stage, an increase in the 
pulse rate, but most characteristic of all are 
the subjective symptoms. The patient feels at 
first a feeling, possibly best expressed by one 
of the patients themselves, a feeling of tremu- 
lousness, they feel shaky. A little child of 8 
years always knows when she is going to have 
a reaction or is having a reaction, and says, 
“Mother, I feel shaky.” I might say this feel- 
ing of tremulousness is not accompanied by a 
tremor, but it goes on to a feeling of impend- 
ing danger; the patients become very nervous 
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and feel that something is going to happen. 
Sometimes the mentality of the patient be- 
comes markedly altered; at this stage some pa- 
tients get up and walk around, sometimes they 
talk at random, mutter, and following this, if 
untreated, the patient frequently goes into 
coma, and we have even observed convulsions. 
The onset of the symptoms does not always 
correspond to the lowness of the percentage 
of sugar in the blood, but it is due, for the most 
part, to sudden decline. In other words, a pa- 
tient who has a very high blood sugar, let us 
say .40 or .50, and that blood sugar rapidly 
falls, the symptoms will occur when the blood 
sugar is possibly at the normal level of .10. 
When we have a patient with a low blood sugar 
the symptoms will not occur until the blood 
sugar is as low as .05. The lowest blood sugar 
we have observed in the human is .020 or 20 
milligrams per cent. Fortunately the treat- 
ment for this condition is always conveniently 
at hand and easily adminisiered. Sugar by 
mouth in any form will very rapidly relieve the 
patient of all symptoms. Consequently we in- 
sturct all our patients that on the first sensa- 
tions they feel, or the first symptom, to imme- 
diately take glucose in some form. We have 
stock solutions of orange juice sweetened with 
glucose for the purpose, and they take from 
50 to 100 c.c. of this solution, in other words, 
10 or 25 or 30 grams of the glucose to counter- 
act this low blood sugar. I have had patients 
carry with them glucose candy or chocolate, 
and they sometimes take honey, strawberry 
jam,and fortunately we have never had any per- 
manent untoward effects, but we are constantly 
living in dread of such a reaction occuring 
at night and passing unobserved when a pa- 
tient sleeps and when the patient is not balanced 
on the extract, and the nurses are instructed to 
watch them constantly, or every half hour dur- 
ing their sleep, especially in the early hours of 
the night when reaction might occur. If the 
patient is in severe coma, at first we gave glu- 
cose intravenously, but later found it was more 
rapid and very much more easily administered 
to give eight to fourteen minims of epinephrin. 
Epinephrin produces, or shoves out the gly- 
cogen from the liver, thus raising the sugar 
in the blood, and relieving the symptoms. When 
the patient becomes conscious from the epine- 
phrin injection they are given glucose, and 
rapidly the symptoms are entirely removed. 
Now, that is the result of an overdose of ex- 
tract. On the other hand, if you give too little 
extract you have the opposite effect of hyper- 
glycemia, with sugar showing in the urine. Now 
the nicety of the treatment consists in giving 
just sufficient insulin to produce just sufficient 
hypoglycemia to counteract the hyperglycemia 
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following the injection of the carbohydrate. 
You are constantly endeavoring to steer your 
course between hyperglycemia on the one hand 
and hypoglycemia and reaction on the other 
hand. It is possible, even in experimental dia- 
betics, to maintain a patient sugar free and 
without reaction for long periods, even on 
markedly increased diets. 


Now, one very important question in connec- 
tion with the treatment is the question of toler- 


ance. I do not believe that one can state, or 


that one finds an increase in tolerance, owing to 
the injection of insulin; in other words, insulin 
treatment is in no sense a cure for diabetes 


where you have permanent damage and dis- 


placement of the islet cells of the scar tissue 
you cannot expect regeneration of those islet 
cells any more than you can expect an arm to 
grow on a man after amputation; however, if 
an arm is very badly damaged and allowed to 
rest by means of a splint, strength will be re- 
covered or a broken bone will mend. Insulin 
treatment is simply an adjunct to dietetic treat- 
ment in that you can rest and remove entirely 
the strain of an over-strained pancreas and al- 
low it to recover of its own power. 

To illustrate this let me cite two cases and 
two experiments. The first case was a very 
severe diabetic, who at the age of 12 years 
showed glycosuria, and was immediately placed 
on a rigid diet under the care of Dr. Frederick 
M. Allen. She was maintained sugar free, ex- 
cept for a very occasional trace, and acetone 
free, except for the very occasional trace, from 
the 14th of April, 1919, until August 16, 1922. 
During that time there had been very many 
alterations in her caloric intake and in her 
power to utilize sugar. Her tolerance was, at the 
time of her arrival in Toronto, she was able to 
take 933 calories per day and remain sugar 
free. Of that caloric intake 20 grams consisted 
of carbohydrate and 50 of protein and 71 fat. 
She had weighed 81 pounds at the onset of her 
disease, and she was five feet one half inch in 
height. After this dietetic treatment from the 
onset in April, 1919, until August, 1922, she 
had decreased in weight until she in August 
weighed 45 pounds at the age of 15; she had 
not grown, but, on the other hand, owing to 
the sagging of her muscles, she was but five 
feet in height, and her skin was dry, hard and 
scaly, the hair brittle and dry, atrophia. Her 
chest was sunken on a very prominent abdo- 
men, there was some odeoma of the feet and 
ankles. She was barely able to walk about the 
room. She was sugar free, however, and free 
of acetone, in other words, the pancreas was 
not being overstrained. Her evening meal was 
augmented by the addition of ten grams of 
carbohydrate, ten of protein, and 25 of fat, 
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raising her caloric intake to somewhere around 
1,100 and something. We gave her, along with 


_ this increase in diet, just an estimated amount 


of insulin to account for the diet and keep her 
sugar free. At the end of the week we gave 
her two augmented meals, and preceding each 
meal we gave her a similar injection of extract, 
a quantity estimated just to account for the in- 
crease in diet. The problem then was just to 
balance the increase in diet with the amount 
of artificially administered internal secretion. 
The patients are trained in this balance them- 
selves. That particular patient at the present 
time makes her own diet list, her own urin- 
analysis of every specimen passed, and gives 
her own injections, gives it herself, and decides 
further the number of units that she will re- 
quire. She is able now to strike that balance 
so nicely that for one solid month she was able 
to remain sugar free without a reaction on a 
diet increased from her former level of 933 
calories to 2,512 calories, and that shows that 
there is something to look forward to. Now 
since the 16th of August she has gained until 
she now weigs 92 pounds, or over double her 
weight formerly; whereas she was very weak 
then, she is now riding horse back for two 
hours three morning a week, swimming two 
hours the other three mornings ; she has gained 
over an inch in height, and a good deal of that 
is due to the increased strength in her mus- 
cles; she has taken Swedish exercises, her ab- 
domen is now normal; and she is able to stand 
erect; she has returned to school and enjoys 
health, and does not in the slightest object to 
the hypodermic injections of her extract, she 
takes herself, and there are two points that: 


come in there: There is no doubt that carbo- 


hydrate taken into the blood stream stimulates 
the islets of the pancreas to produce insulin. 
We now know that definitely, because if you 
inject sugar into a normal dog, there is a rapid 
rise and a rapid fall, going as high as .40 to .45, 
and rapid fall until about an hour and 25 min- 
utes the animal has again a normal blood sugar 
and sugar free. Now, if you remove the pan- 
creas immediately before the injection of sugar, 
the blood sugar goes up, but it does not fall, 
because there are no islets of the pancreas to 
stimulate by that sugar, no increase in output 
of insulin to look after it, and the blood sugar 
remains high, coming down very slowly after 
five or six hours, as the kidney excretes it from 
the blood, or as a balance between the two is 
reached, therefore we now know that sugar 
taken into the system stimulates the islets of 
the pancreas to produce insulin, and produces 
insulin. The best time, therefore, and the 
closest way to the method nature has is to give 
your insulin 20 minutes to half an hour or 15 
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minutes to half an hour before a meal, so that 
its absorption from the subcutaneous injection 
will be occurring as the meal is being absorbed 
from the intestine. Another point is in the 
method of injection, the method of adminis- 
tration. It must not be given intramuscularly 
because it causes stiffness and soreness, and on 
examination of Dr. Robertson, the pathologist, 
he has found that there is some considerable 
destruction of the muscle fibres locally, con- 
sequently it is given always subcutaneously. 
You have a fair idea of the severity of that 
case, I think, and the treatment of it. 


Another patient was three months on treat- 
ment, and had increased in weight 31 pounds, 
and was able to take strenuous exercise. In- 
sulin was discontinued, and she was placed 
upon the diet of 933 calories, on which she had 
been before coming to Toronto. Now, on the 
first of August, exactly 16 days before coming 
to Toronto, she was given two grams of in- 
creased fat, which she had each day, in an en- 
deavor to give her ten more grams of fat to her 
low diet. On the eighth day, I think it was, 
and I haven’t got this accurately, but about the 
eighth day, or on the day, at least, when the 
ten-gram \lincrease was obtained, the patient 
showed sugar in the urine, and had to revert 
to the 933 caloric diet. Now on the 16th of 
November, three months after the treatment 
was commenced, the same increase in diet was 
carried out, and she was sugar free, without 
extract, on her old diet, and on the fourth day, 
when only eight grams of fat were added, she 
showed sugar in the urine. That is why I do 
not think there is any increase in tolerance in 
that type of case that is always being continu- 
ally maintained sugar free in that severe form 
of case. We cannot pass any judgment on those 
very mild cases. In contradistinction to this 
we have had a large number of cases that have 
been running along at high blood sugar, and 
putting out large quantities of acetone for long 
periods of time. Those patients do invariably 
increase their tolerance by the use of extract, 
but one would observe the same, or if not so 
marked and so rapid, an increase in tolerance 
if they were given adequate dietetic treatment 
alone. A case that illustrates that very sub- 
stantially is a severe case of diabetes coma in 
a child 12 years of age. She had had glyco- 
suria since the last April, a case of 15 months’ 
standing. She had been placed on a diet, but 
did not remain on it, and was showing sugar 
very frequently for two or three months. On 
the 12th of October she unfortunately broke 
diet very badly by eating a large number of 
grapes and olives, and this caused an attack of 
severe intestinal complications, and coma. She 
entered the hospital 12 or 14 hours after the 
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onset of the coma in a very severe condition. 
This case on admission to the hospital was typi- 
cally coma, acetone in the urine by the Roth 
test, marked acetone on the breath, air hunger, 
and all the characteristic signs and symptoms 
of complete coma. Her blood sugar was .50, 
and she had 28 millegrams of acetone per hun- 
dred c.c. in the blood. She was given 4 c.c. 
of insulin subcutaneously one hour after ad- 
mission, or at 3 o’clock in the afternoon. Two 
hours after the initial dose her blood sugar had 
fallen from .50 to .20, and the acetone dropped 
from 4 plus to 2 plus. Two hours after that, 
or at 7 o’clock in the evening the blood sugar 
had fallen down to .10 per cent, fallen in four 
hours from .50 to .10. The acetone had 
dropped from 4 plus to 1 plus. She was be- 
ginning to show a change in her condition, but 
she was still very comatose. When this marked 
and rapid fall in the blood sugar was observed 
I got cold feet and gave her sugar, fearing a 
hypoglycemic reaction. 


Despite the intravenous injection of 17.5 
grams of glucose her blood sugar at 9 o’clock, 
two hours later, had gone on down to .08 per 
cent, and she was still sugar free, which she 
had been first at 7 o’clock. To give you an idea 
of her persistent coma we were able to cut 
down, without even a local anesthetic, on the 
vein to give the intravenous injection, however, 
she was coming out of coma and between 9 and 
11 she became almost conscious. However, as 
she became conscious her whole ‘clinical pic- 
ture changed; she became very restless, tossed 
about in the bed, talked incoherently and in low 
muttering, delirium, and her temperature be- 
gan to rise, and it rose rapidly from 101 to 105, 
later going up to 106.2. With the increase in 
temperature the pulse became very rapid and 
very weak and her general condition very much 
worse, and although the chest was repeatedly 
examined no pneumonia could be found. We 
had given her one enema which the nurse re- 
ported as being effectual. The only thing that 
remained to do was a thorough elimination by 
the bowel, and especially important ‘was this 
on account of the history of eating the grapes 
and the olives, consequently we commenced 
giving her an enema every two or three hours, 
and by 6 o’clock the following morning her 
temperature began to fall and her condition be- 
gan to improve, and about 8 o’clock the follow- 
ing morning following one of the enemas she 
passed a very large quantity of very foul- 
smelling, putefying, fecal material, and from 
that time on her condition rapidly improved. 
and she became normal in regard to her coma. 
On the sixth day after entering the hospital 
in coma we were able to place her on a definite 
diet. During those six days we had given her 
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larger quantities of sugar than we accounted 
for by the extract, because we were still com- 
batting her acidosis, and rather than run the 
risk of a hypoglycemia in ‘her condition, we 
gave her sugar to far over-weigh the adminis- 
tration of insulin, to be on the safe side. On 
the sixth day the patient was placed on a caloric 
intake of 420 calories, 20 of which were derived 
from carbohydrate, and reduced her blood 
sugar to normal level by a sufficient injection 
of insulin, and by giving her at first three in- 
jections a day, 20 minutes before each meal, 
gradually increasing her diet and increasing 
her dosage of insulin, we gradually raised her 
until at the end of one month she was taking 
1,400 calories per day, 76 of which was derived 
from carbohydrates as such. From the sixth 
day until the end of the month she was sugar 
free continually, and did not have but one 
hypoglycemic reaction. Exactly one month 
after her admission to the hospital her diet was 
reduced to 420 calories again and insulin was 
discontinued entirely. We gradually worked 
her up in the same fashion the second month in 
the hospital as we had the first month, until at 
the end of the second month she was taking 
1,470 calories, 80 grams of which were derived 
from carbohydrate as such, and although she 
had not had any insulin duririg that second 
month she was continually sugar free. She 
was discharged from the hospital and has been 
sugar free ever since. 


Now, a case of this nature would lead one to 
‘believe that there is increase in tolerance, in 
other words, that there is an improvement in 
the inherent power of the patient’s own islets 
to produce insulin; however, this could be ac- 
complished by dietetic treatment alone, if we 
were sufficiently adept at dieting, and if we 
could control the acidosis in the case by diatetic 
treatment alone; it was simply the rest that 
her pancreas received, and that can be accom- 
plished in diet in less severe cases. 


We have had a very great deal of difficulty 
in the dosage necessary for the patient. That 
is due, for the most part, to two factors; one 
of potency of the extract, the other the varia- 
bility of the patient to respond to insulin treat- 
ment. With regard to the variability of the 
potency of the extract, we have had very, very 
grave obstacles to overcome. For a long time 
our extracts were deteriorating very rapidly 
and could not be sent or kept for long periods 
of time because of the more or less rapid de- 
crease in potency. This difficulty is being 
overcome with the better methods of purifica- 
tion and elimination of the destroying elements 
in the extract. We will always have difficul- 
ties, I believe, in the variability on the part of 
the patient. Up to the present, for the most 


INSULIN—BANTING 123 


part, the insulin has been given subcutaneously. 
In coma cases we do give it intravenously, 
mixed with the sugar solution, to some pa- 
tients, but that is all in the experimental condi- 
tion as yet. The best method of all seems to 
be subcutaneously. We have experimented on 
animals and on patients to some extent, and in 
animals we have gone over the field fairly thor- 
oughly; administrations by mouth, in alcohol 
solution, in pure form, administration through 
duodenal tube, administrations per rectum, 
peritoneal, in various preparations, such as dex- 
trin, and the addition of starches, in an en- 
deavor to slow up absorption ; however, the best 
method that we find at the present most advan- 
tageous is the subcutaneous injection. 

The work has progressed very rapidly, and 
we have a great many to thank for that work. 
Very early in the clinical investigation the Uni- 
versity of Toronto formed a committee for the 
deciding on a general policy of presenting the 
work to the medical profession and to the pub- 
lic at large. There were two things to guard 
against ; the greatest of all was commercial ex- 
ploitation. The best way to prevent commer- 
cial exploitation is in the securing of the best 
possible product. To do this it seemed best to 
confer with the best possible commercial firm, 
a firm which would do the best experimental 
work on a large scale production, which, as 
you know, is a very great problem in any ven- 
ture such as this. The Eli-Lilly Company of 
Indianapolis have co-operated whole-heartedly 
and have done splendid work on the large scale 
production; they have not spared any amount 
of trouble, and have put first rate chemists, 
such as Dr. Close, on the best means of pre- 
paring it commercially. Then the best means 
of giving it out to the medical profession 
seemed to be to start with your very best dia- 
tetic specialists. The Lilly Company conse- 
quently were instructed to send their extracts, 
which they made, to various centers in the 
United States where diabetic patients are espe- 
cially treated and where facilities for thorough 
investigation are present and under the direc- 
torship of the very best men. Vellen, Jolson 
and Woodchit of Chicago; Dustin and Mars- 
ton in New Jersey, were the first to receive it. 
Very soon it was widely extended, and Dr. 
Williams of Rochester, Dr. Wilder of the 
Mayo’s, Dr. Gillian of New York, Dr. Pollen 
of Atlantic City, and so on, were gradually 
taken on the list. At the present time there 
are 12 centers in Canada, and I scarcely know 
how many in the United States, receiving it. 

The co-operation that the Toronto group of 
workers have had from this body of men has 
been of a whole-hearted and most stimulating 
nature, and we wish to express to you on be- 
half of the Toronto group of workers the ap- 
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preciation of that whole-hearted co-operation, 
which has meant so much for the success of this 
work. There is only one thing that gives us 
more gratification than that received from the 
medical profession, and that is the gratification 
from the diabetic patients themselves. That 
has been most gratifying. It is but a little over 
a year, January 10, since the first human case 
was treated by what we now call insulin. Up 
until that time Mr. Best and myself had 
worked, for the most part, alone. At the pres- 
ent time the army of workers, and the army 
of those interested, have increased to tremen- 
dous proportions, and we hope that in the 
course of five or ten years something will rise 
from this. We feel that it will, and we hope 
that it will, and to that end we work, that it 
will be a means of relieving the suffering and 
the hopeless life of the severe diabetic. 

(Prolonged applause. ) 

President E. C. Warren: Chairman): We 
wish to thank Dr. Banting also on behalf of 
the Saginaw and Flint medical men that have 
come here to hear this wonderful talk that we 
have heard tonight. I ask that we all rise now 
and extend to Dr. Banting a vote of thanks. 

Dr. Banting: I appreciate your courtesies 
very much, and it has been a very great pleas- 
ure to tell about this work. There is one thing 
that I hope it will bring forth, and that is more 
inquiry, and that it will present more questions 
to your minds. You can read from medical 
journals much better accounts of the work, 
and better presented, but if you have succeeded 
in getting your minds directed in the way of 
inquiry into the disease it will be a much 
better thing and you will receive more benefit 
than from the information gained. 
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By radiation therapy we mean therapy by 
the action of electro-magnetic waves of vari- 
ous wave lengths on the cells of the body. 

Electro-magnetic waves are pulsations or vi- 
brations from some more or less powerful 
source of electric energy which course through 
space at various velocities depending upon the 
potentials which originate them. 

They are measured according to their veloci- 
ties by the distances between the waves of the 
vibrations. Thus, the longest waves we know 
anything about are the just now very popular 
Herzian or Wireless waves, whose wave 
lengths are 3 mm. to many meters. 

The longer heat radiation waves, known as 
infra red, have wave lengths of .06 millimeters 
to 7600 Angstrom units. 


The unit of measurement of the shorter 
wave lengths is known as the Angstrom unit, 
which is one ten thousandth of a micron, or one 
hundred millionth of a centimeter long. There- 
fore the shortest of the infra red rays will 
measure seventy-six millionths of a centimeter 
in length. 

Next in wave length are the visible rays of 
light whose octaves extend from seventy-six 
millionths of a centimeter or the longer red 
rays to about thirty-five hundred Angstrom 
units or thirty-five millionths of a centimeter 
for the shortest violet rays. 


At this point we enter the ultra-violet field, 
whose wave lengths are from thirty-five hun- 
dred Angtsrom units to five hundred Angstrom 
units, or from thirty-five millionths of a centi- 
meter to five millionths of a centimeter. 


Then come the X-rays with wave lengths 
from ten Angstrom units to one one-hundredth 
of an Angstrom unit, or one millionth of a cen- 
timeter to one ten billionth of a centimeter. 


Then follow without break the gamma rays 
of radium, whose wave lengths are the short- 
est known. They vary from one hundredth of 
an Angstrom unit to possibly one one-thous- 
andth of an Angstrom unit, or from one ten- 
billionth of a centimeter to one hundred bil- 
lionth of a centimeter. 


Only the longer gamma rays can be meas- 
ured, the shorter must be calculated. 


All these radiations from the long Herzian 
wave to the infinitesimal short gamma rays 
have been made use of for radiation therapeutic 
purposes, and, so doubt, have more or less 
value. Probably all could be used in one way 
or another with much benefit to the cancer pa- 
tient. 

In modern day therapy with so much spe- 
cialization there has been a tendency to short- 
circuit on the disease and forget the patient. 
Electro- and light-therapy in the early days of 
development got to be unpopular because they 
were used as cure-alls, without much scientific 
knowledge of their therapeutic value, and be- 
cause they were more or less spectacular, the 
psychological influence upon the patient was 
taken advantage of by the quack. and the un- 
scrupulous, so the physical methods fell into 
more or less disrepute as a part of the private 
physician’s armamentarium. Sanitariums and 
a few individuals in co-operation with manu- 
facturers, however, have kept the candle lit 
and progress has been made. It seems as 
though the time were here again when those 
of us who are treating cancer and other chronic 
conditions, must investigate more carefully the 


. value of physical therapeutic agents, now at 


hand, for the general upbuilding of our pa- 
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tients with so-called incurable or chronic dis- 
eases. 


The year 1895 marked the beginning of the 
science and art of radiation therapy. Early in 
that year Finsen announced his discoveries in 
the bio-physical field of light-therapy and ultra 
violet ray. Late in the same year Roentgen 
announced the discovery of the shorter waved 
rays, the X-rays, and the study of the latter 
lead to the discovery in 1906 by Becquerel of 
the Becquerel rays from uranium, which lat- 
ter is the parent of radium. Radium itself was 
discovered by the Curies, a short time later. 


Thus came in rapid succession the discover- 
ies of 1895-1896, which made our present day 
radiation therapy possible. 

Radiation treatment of cancer by X, beta 
and gamma rays began soon after their dis- 
covery. Like most therapy in its beginning 
radiation was just tried in cancer with precious 
little knowledge of the physics and biology of 
the agents we were using. No method was 
known by which the energy of these powerful 
agents with such high potential for regenera- 
tion or degeneration could be measured. They 
were just tried. Operators and patients were 
seriously burned. The names of many mar- 
tyrs to the science of X-ray are recorded in our 
annals. 

But it was soon learned by their experiences 
that the X-rays then being used would destroy 
superficial cancer, but not cancer extending 
much more than a centimeter below the surface. 
It was also observed that deeper-seated can- 
cers, like cancer of the breast, for instance, 
while often showing apparent retrogression 
after the treatment, soon developed again, grew 
more rapidly and did not respond to further 
radiation, no matter how much was given. 
The deeper malignant cells, it is now thought, 
in that earlier treatment received only stimu- 
lating doses, while the cells on the surface re- 
ceived lethal doses. 

The voltages used in this early work were 
seldom above sixty or seventy-thousand, and 
much of the work was thought to be better if 
around forty-thousand volts were used. The 
shortest wave used could not have been shorter 
than one one hundred seventy-sixth one-thous- 
andth of an Angstrom unit. The tubes were 
gas tubes with at first no means of regulating 
except to warm them in an oven. Filters to 
screen out the softer rays were not heard of; 
measuring devices were unknown. 

It would be too long a story for this paper 
to review the improvements in efficiency that 
rapidly made their appearances year after year, 
until the present modern development. 

Evolution of apparatus to produce the proper 
current would form an interesting chapter. All 
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credit to our manufacturers for their part in 
this work! The gradual development of X-ray 
tubes, so that they could be made to carry the 
desired amount of current at required voltages 
is marked with trying as well as encouraging 
experiences. Always when the machine was 
ready to produce the current at the tension de- 
sired, the tube to carry it appeared soon after. 
Finally Coolidge’s hot cathode tube was per- 
fected and it became perhaps the greatest single 
contribution to the development of X-ray 
therapy. 


The value of filters was learned, and unde- 
sirable soft rays were screened out, leaving 
more homogenous radiation. 


Instruments for measurement of doses were 
introduced from time to time, but only the sur- 
face dose was measured. We could get but 
little idea of what went on deep in the tissues 
as a result of radiation. 

Partly successful attempts have been made 
in the last ten years to treat deep-seated growths 
through several ports through the skin with high 
filtration, high voltage and fairly large amounts 
of current. This method of treatment which 
was developed in the Freiburg Clinic in Ger- 
many has been eminently successful in curing 
fibroid tumors of the uterus, but not so in can- 
cer. The reason is now apparent. The fibroid 
tumor and the ovaries are much more sensitive 
to radiation than cancer. The almost unfailing 
response of the fibroids to this treatment was 
due to the fact that a sufficient amount of radia- 
tion reached the deeper parts to cause cessa- 
tion of growth and even complete retrogression 
of large fibroid tumors, but this dosage in the 
tumor could not be measured by any known 
method and it proved insufficient. for cancer. 

In 1914, about the beginning of the war, 
methods of measurement of radiation deep in 
the tissues were developed in Germany and at 
the same time suitable apparatus for producing 
deeply penetrating rays. 

Seitz and Wintz, at their gynecological clinic 
at Erlangen, being dissatisfied with the results 
of surgery in cancer of the uterus, under the 
guidance of the physicist Friedrich and the 
late Dr. Kronig, a radiologist, developed a deep 
therapy with a combined gamma and deep X 
radiation for cancer of the uterus. They are 
reported to have discontinued entirely for the 
past six years the former practice of operating 
on cancer of the uterus. The statistics of re- 
sults from radiation therapy were found to be 
so much better than by surgery, five-year cures 
in so-called inoperable cancer being about 80 
per cent. This is one hundred or more per cent 
than the best surgical statistics. 

While the technique differs somewhat at the 
different clinics at Freiburg, Erlangen, Frank- 
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furt, and other clinics, there are certain princi- 
ples that are recognized from serious scientific 
measurements made. The treatment of a case 
can now be carried out on a strictly scientific 
basis rather than in the old haphazard, empirical 
manner, and the results are correspondingly 
better. 


Physicists formerly computed the depth 
dose by learning the so-called half value absorp- 
tion layer and then estimating the depth dose 
according to the law of squares. Later on in- 
venting a little instrument, known as the iono- 
quantimeter, which is a form of electroscope, 
which was small enough to put into some of 
the large cavities of the body, the amount of 
ionozation per cubic centimeter at certain meas- 
ureable depths in the body was learned. Then 
to study this ionization at any depth-centimeter 
by centimeter, which was not possible in the 
human body, a water phantom was built and 
the ionization chamber and_ photographic 
“paper placed in it at various depths so that the 
‘amount of ionization from X-ray under given 
‘conditions was studied. Water has the same 
absorption values as the tissue of the body. 

1. It was found that the measured dose at 
a depth of say ten centimeters was much 
greater than the computed dose. It was nearly 
four and one-half times greater. This, it was 
found, was due to what is known as scattered 
radiation which formerly had not been taken 
into account and of course, had never been 
measured. Scattered radiation takes place in 
all directions. When an X-ray wave strikes 
a molecule of tissue, electrons are knocked off 
which collide with other molecules, producing 
another X-ray, and so on. This is scattered 
radiation. 

This was an important discovery because it 
demonstrated that we could get into the depth 
more radiation than we had thought possible. 
This secondary radiation, together with the 
original beam, is carefully measured. 

Dessauer has arranged a series of a large 
number of charts showing the measured depth 
dosage, under varying conditions. Of course, 
it will be readily seen from this that the larger 
the port of entry, with a consequent large 
number of rays, the greater the dose in the 
depth within certain limits. Cross-firing, that 
is, delivering the dose through two or more 
ports in different regions of the skin, so that 
the rays cross in the depth, is still necessary 
to deliver the required dose. 

2. It was shown that the shorter the wave 
length of X-ray the greater its penetration. 
‘The shorter gamma rays of radium are much 
more penetrating than X-rays. Up until the 
Germans began their deep-therapy work, we 
‘had been working with voltages around one 
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hundred thousand, which would give a ray of 
about one twelve hundredth of an Angstrom 
unit. The Germans increased their voltages 
till now we have machines capable of develop- 
ing two hundred eighty-five thousand to three 
hundred thousand volts. We pass two hundred 
thousand to two hundred twenty thousand volts 
through specially constructed Coolidge tubes. 
This voltage of two hundred thousand gives us 
a ray measuring .061 of an Angstrom unit, the 
shortest and most penetrating ray we have 
ever used. 


3. The X-rays as they come from the tube, 
no matter at what voltage they are produced, 
are very heterogeneous. It was quite impos- 
sible to determine and measure the biological 
action of each heterogenous radiation, or even 
to get accurate measurements of quantity and 
quality of radiation. After much experimen- 
tation it was found that practically homoge- 
neous rays were left after their passage through 
appropriate quantities of copper or zinc. 

4. It was found, too, in using this high po- 
tential ray that certain distances of the X-ray 
tube from the patient were more efficient than 
others. 

With very large pyramids of homogeneous 
tays of very short wave length, poured into a 
pelvis from four sides, so as to cross-fire, we 
are enahled to get one hundred twenty per cent 
or more of an erythema dose at a depth of ten 
centimeters below the surface, which is the 
depth of the average uterus. . This can be done 
without serious injury to the skin. Not only 
so, but we can irradiate evenly the entire pel- 
vis, with such a dose. 

This would be quite impossible with radium 
in quantities even as large as a gram or more. 
With practical quantities of radium in the 
uterus we can produce effectual radiation for 
a distance of two and five tenths centimeters 
all about, without destroying all the normal cells 
within that range. Therefore, the radium is a 
powerful adjunct in radiation treatment so 
far as local action is concerned, but not for 
deeply situated large areas, where we are en- 
deavoring to reach the avenues of metastases. 
Thus radium can be used to great advantage 
not only in the uterus, but the rectum, blad- 
der, mouth, oesophagus, larynx, etc., as a valu- 
able aid to the X-rays. 

The biological action of the shorter wave 
rays on normal and pathological cells has also 
been studied both in the lower animal and in 
the human being. 

The Germans attempted to state in mathema- 
tical terms what dose of rays would kill cer- 
tain types of cells. The dose of ray which 
would produce a certain erythema of the skin 
was arbitrarily designated as one hundred per 
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cent. The ovary was found to lose its func- 
tion with thirty-five per cent, the supra-renal 
glands with fifty per cent, carcimona with ninety 
to one hundred per cent,. sarcoma with seventy 
per cent of the erythema dose. 


The mucous membranes are more sensitive 
- than the skin. The rectal mucosa is especially 


radio sensitive. The hair follicles and glands 
of the skin are more sensitive than the other 
epithelium. 

The pituitary body is also quite radio sensi- 
tive, also the testicle, the thyroid, and the 
spleen.’The liver is also quite radio sensitive. 

Therefore in giving treatment to deeper ly- 
ing growths we must be careful to protect as 
far as possible the more sensitive organs. 

Now while we aim to give the so-called 
“lethal dose” to cancer.cells, we must ever bear 
in mind we are treating the patient who has a 
cancer, and not just the cancer alone. To 
injure permanently many normal cells, particu- 
larly of certain organs, might be very disas- 
trous. To destroy the function even of the 
ray resistant connective tissue cells about a 
cancer may defeat our purpose. 

We have no proof yet that the so-called lethal 
dose we administer kills the cancer cells by di- 
rect action of the ray on those particular cells. 
Indeed, there is much evidence to show that 
the detsructive action is due to the stimulat- 
ing action of the ray on the neighborhood cells 
and possibly on the blood. 

One of the world’s keenest observers in the 
radiological field, Dr. A. W. Crane, stated 14 
years ago, in the American Journal of Medical 
Sciences, (March 1908) that the X-rays might 
be used to generate an anti-toxin in a patient 
suffering from an infectious disease. Later he 
showed that the opsonic index in acne treated 
by X-ray produced the same reaction as after 
autogenous bacterial vaccine injections. 

Dietlin states a minimum lethal dose of 
X-rays will stimulate connective tissue to 
proliferate and to secrete immune biological 
substances, thus protecting against epithelial 
proliferation, and developing at the same time 
protective forces in the tissues. Many others 
make similar observations that it is not pri- 
marily the radiation of the cancer cell that is 
important in cancer therapy, but the radiation 
of the connective tissue which latter is not very 
radio-sensitive. 

James W. Ewing of New York has studied 
much malignant tissue after radiation and 
shows that the cancer cells are not killed di- 
rectly by radiation, but indirectly, by produc- 
ing occlusion of delicate blood vessels, leading 
to anaemia, infarction, and, secondarily, to 
death of tumor tissue. He refers to an im- 
portant law of pathology, namely, that necrosis 
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of tissue cells usually results from failure of 
circulation, and the necrotic radiated cell of 
cancer is no exception to the law. 


On examination of cancer of the cervix 
treated by radium, he finds some superficial 
cells necrosed, but the bulk of the tumor is 
supplanted by a very rich exudate of lym- 
phocytes and plasma cells, and, by an active 
growth of new capillaries which surround and 
compress much of the deeper parts which thus 
mechanically causes extrusion of the outer 
layers of its degenerating mass. 


Francis Carter Wood is pessimistic about 
the cure of cancer by radiation. He has found 
that one of his most sensitive mouse tumors, 
namely No. 180 of the Crocker Institute, re- 
quires constantly five and one-half times the 
erythema dose to kill it outside the body, so it 
will not grow when reinoculated. 

But, as Ewing points out, such experiments 
ignore entirely the reactive processes set up in 
the normal tissues by radiation. 

James B. Murphy of the Rockefeller Insti- 
tute has shown that the radiated skin of mice 
is made immune to the innoculation of mouse 
cancer. | 

In this connection, we might report one of 
our cases which seems to bear out in a clinical 
way some of the findings. 

We have had under observation for three 
years a case of cancer of the right breast,* 
which had a good deal of pre- and post-opera- 
tive radiation. She developed metastases in 
the skin and later in the spine, pelvis and long 
bones, although we had given a large amount 
of radiation to the chest, with the old deep- 
therapy (technique 934” spark between points, 
6 mm. of glass and 4 mm. of leather, 14” dist., 
two large ports). Two vertebrae in the dorsal 
spine were partially destroyed, so she became 
much stooped. After we had our new modern 
deep therapy machine installed last winter, she 
was weak, cachectic and thin, and it looked as 
though she could not last long. We had pre- 
viously given no treatment to the bones except 
the dorsal spine and ribs. She was hopeful and 
begged for the deep therapy treatment. Re- 
luctantly we cautiously gave her one-half to 
two-thirds of our deep cancer dosage over the 
femurs, tibiae, pelvis, spine and chest. There 
were several cutaneous nodules over the trunk. 
After about three months we found the bones 
showed very marked improvement in the osteo- 
porosis, but the nodules in the skin continued 
to develop, and new ones involved the neck 
and scalp. The patient’s general condition has 
improved very much. She now works daily 
in the garden, drives a car, is free from pain 
in her hips and spine, which before necessi- 
tated morphine, and she has gained several 








pounds in weight. Most of the skin of the 
trunk is dry, pigmented, scaly, leathery, from 
the previous radiation. 

In this case there seems to be but little re- 
sistance in the skin against the invasion of 
cancer, and either the metastases in the bones 
are very sensitive, possibly because of the 
small blood supply, or some local immunity is 
developed by the radiation in the bones. The 
results in this case cannot be ascribed to a full 
“cancer dose” which would kill directly can- 
cer cells, as we did not knowingly give such a 
dose. The skin possibly has lost much of its 
resistance from over-radiation. 


A full deep therapy dose of X-ray usually 
causes both local and constitutional changes. 

1. Local: It should produce an erythema 
“of the skin, often immediately or within a half 
thour. This erythema is shortlived. In two or 
three weeks a more lasting erythema of vary- 
ing degree makes its appearance and gradu- 
-ally changes to a brown pigmentation in three 
‘to six weeks. This is followed by some fine 
‘scaling which may last two or three weeks 
and the pigmentation may persist indefinitely. 
In two weeks the exposed hair falls out. 

Often a patient will complain of a bruised 
sore feeling in the muscles of the radiated 
parts. If the glands of the neck are exposed, 
the parotid gland will swell and become very 
sore just as in mumps. But this latter also 
often happens with the moderate doses given 
in treating tonsils and acne vulgaris. 

2. General: Sometimes the patient will 
have a chill and fever soon after the treatment. 

Usually the patient suffers from “X-ray 
sickness.” This may appear during the early 
part of the treatment or later, soon after the 
full dose is completed. The sickness varies 
in degree from anorexia to nausea and severe 
vomiting. Often there is also diarrhoea, par- 
ticularly if the abdomen has been radiated. 
This sickness usually lasts only a few hours, 
but may last two weeks. Alkalinization, abun- 
dant fluids and ginger ale should be tried. In 
some severe cases, we have resorted to the 
Murphy drip, using soda and glucose and se- 
cured relief. 

Two factors seem to be responsible, the split 
proteins, from the action on the leucocytes, and 
the odor of ozone and nitrous oxide, which 
comes from the leads to the X-ray tube. This 
latter, however, can be avoided by keeping the 
tube in a separate room from the patient, or 
by proper ventilation. 

If the chest is rayed, there is often an irri- 
tative cough and occasionally difficulty in 
breathing. 


*This patient died about two months after this was 
written, of lung metastasis. 
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The blood shows profound changes, and it 
should always be examined before and aiter 
treatment. Before a half hour's treatment is 
given we have noticed a diminution of lymph- 
ocytes. The large mononuclears suffer most 
and do not recover fully until the end of two 
or three weeks. Immediately after the treat- 
ment, the total leucocytes are increased, the in- 
crease being in the polymorphonuclears. This 
is followed by a leucopenia which continues six 
weeks. The large and small mononuclears are 
diminished and the large do not recover for 
about two to three weeks. The coagulation 
time of the blood is diminished. The red cells 
and hemoglobin are also diminished, but not 
with the same regularity as the whites, and 
they tend to recover much more rapidly and 
even increase five or six days after irradiation 
in some cases. We have transfused blood in 
two cases of advanced uterine cancer, with 
counts below 2,500.000 reds, and less than 
5,000 whites, before radiation and the treat- 
ment was given three to five days later. Both 
were advanced cases with severe hemorrhage 
and cachexia. Both have made rapid improve- 
ment which has lasted five to six months. 


In our experience with the modern high 
voltage X-ray treatment of cancer, we have 
noted astonishing immediate results, particu- 
larly in cancer of the uterus. Nearly all au- 
thors agree this disease is easiest to treat, and 
several say that cancer of the uterus is the 
only deep-seated cancer which can be treated 
with results better than surgery. The Ger- 
mans claim 81 per cent of cures for five years 
or over, in operable cases. 


So far, we have had no so-called operable 
cases to treat. All our cases of uterine can- 
cer have been decidedly inoperable or hopeless. 
Several of them had operation, and there were 
recurrences in the pelvis, vault of the vagina, 
etc. Several were far advanced, exhibiting 
much infiltration in and about the uterus and 
vault of the vagina and sometimes the in- 
guinal glands. They were having hemorrhage, 
more or less severe, and very offensive dis- 
charges. Nearly all of them showed marked 
temporary improvement, such a relief from 
pain, lessened discharge, cessation of hemorr- 
hage and marked reduction in the growth. We 


‘keep track of most of these patients and know 


of but three deaths. Several, after two or 
three months’ relief, began to show signs of 
increased growth of tumor, pain, etc., and 
were given second, and in one or two cases, 
third treatments, two and three months apart. 
Nearly all had a lease of life of several months 
with a fair degree of comfort and several of 
them bid fair to live several months yet. 

We are firmly convinced that operable can- 
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cer of the uterus could be treated more suc- 
cessfully by this method than by surgery. We 
used radium in combination with X-ray in 
many cases where there was not too much in- 
volvement. 


We have treated a number of breast cases, 
mostly recurrent. In a goodly proportion we 
have witnessed recession of growth and marked 
improvement and in others the results seemed 
disappointing. We are satisfied they require 
a very different technique. The results are 
not as striking as in cancer of the uterus. 


We have had a large number of carcinomas 
involving the mouth and neck and most of them 
have been rather discouraging. We have a 
few cases, however, treated by radium, X-ray 
and electro-coagulation, the results in which 
have been very satisfactory. In these cases 
we believe the electro-coagulation was of very 
great assistance. 


One of our cases of cancer of both cheeks 
appeared to improve nicely for a time after 
radium and deep X-ray therapy, then one cheek 
began to slough in the site of an old deep ulcer, 
which had apparently nearly healed. Perfora- 
tion has gradually taken place and the case is 
now hopeless.* These changes do not appear 
to be due to any active carcinomatous process, 
and we are inclined to think are the result of 
too active radiation. 


Several cases of cancer of the rectum seemed 
to do well for a time, then most of them re- 
lapsed and grew worse. We have also treated 
these cases with radium as well as deep X-ray. 
Those who have had colostomies have done 
better than those who have not. 


Sarcomas—we have one of the upper 
humerus, two of the femur and one of the pel- 
vis. There were also some sarcomas of the 
neck and of the antra. The bone cases have 
all done well and the disease appears stayed, 
new bone formation slowly taking place, the 
pain disappearing. Lymphosarcomas melt away 
rapidly after treatment, but are likely to recur. 

On the whole, our experience is encourag- 
ing. While we have carefully measured our 
doses according to Dessauer’s method, we feel 
the problem of radiation treatment of cancer 
is a very complex one and cannot be solved 
until we have had a lot more experience, and 
have gained a good deal more knowledge con- 
cerning oncologic history, especially with refer- 
ence to etiology. 

The question of surgery in cancer is con- 
tinually coming up. In spite of the develop- 
ment of radiation the surgeon is still needed 
in the cancer world, though the field is more 
limited, but he should share his position with 





*This patient has died since above was written. 
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the radiologist, who should be an equal con- 
sultant. 


We doubt the expediency of radical opera- 
tion in most cancers for the following reasons: 


1. The removal of all the reproductive ele- 
ments of cancer by the most radical surgical 
operation is probably impossible, in the great 
majority of cases. The history of the surgical 
treatment of cancer substantiates this state- 
ment. 


2. There is much evidence that the connect- 


ive tissues about a cancer are important factors 
in the cure of the disease, and their help can 
be greatly increased by stimulation with radia- 
tion. These tissues, therefore, should not be 
removed surgically, or destroyed by any other 
means. 

3. Radiation does destroy cancer cells, di- 
rectly or indirectly. Whether directly or not, 
it probably stimulates the connective tissues 
about the growth so that they proliferate, 
crowd out the cancer cells, and possibly secrete 
immunizing, biological substances against can- 
cer. 

4. Metastases are usually more sensitive to 
radiation than the primary growth . (An ex- 
ception to this is where the metastases is in the 
neck.) Therefore, if surgery is required we 
believe it should be limited to the primary 
growth and the sterilization, so to speak, of 
the cancer field should be left for radiation to 
accomplish. 


Radiation is better if given four to five weeks 
before surgery than after. Thus is the field 
made safer for operation. The claim has been 
made that healing is not so good after radia- 
tion. For the first few days after radiation, 
that is true, but in four or five weeks, we be- 
lieve it is not true, as we can prove by a large 
number of cases so treated. Not only so, but 
there is much less hemorrhage in the field of 
operation if the latter is done four or five 
weeks after thorough radiation. 


In conclusion: High voltage X-ray therapy 
of deep-seated cancer, though not old enough 
yet to yield proof that it is a permanent cure, 
yet gives promise of being the most valuable 
method of treatment of cancer we now know 


of. 


It should probably be used in preference to 
surgery in all cases of cancer of the uterus, 
about the mouth, and in inoperable cancer in 
other regions. In cancer of the breast, and 
several other locations it should probably be 
used in conjunction with non-radical surgery. 


The radiologist, surgeon and pathologist 
should co-operate in an unbiased and intelli- 
gent manner, to the end that we may some day 
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learn the truth about the etiology and cure of 
this, one of the most dreadful of diseases, 
cancer. 





REPORT OF A CASE OF TRICUSPID 
MALIGNANT ENDOCARDITIS* 


WILLIAM S. REVENO, M. D. 
DETROIT, MICH. 


Cases of tricuspid malignant endocarditis 
are noteworthy because of their extreme rarity. 
Careful scrutiny of the literature reveals but 
a very limited number of cases of this variety 
reported—due, perhaps, not only to the infre- 
quency ‘of this condition, but to the numerous 
difficulties with which the clinician is beset in 
the recognition of this disease—the fact being 
that the majority of cases are diagnosed only 
at autopsy. 

Allbutt (1) reports that among 21,000 
autopsies at Guy’s Hospital, London, tricuspid 
endocarditis was found but 12 times. Among 
6,800 autopsies at Bellevue Hospital, only 4 
such cases were found—approximately .05 per 
cent in each instance. Osler (2) analyzed 209 
cases of malignant endocarditis and found the 
right heart involved alone 9 times—sufficient 
reason for him to mention it as “a rare finding 
—still more rarely diagnosed.” 

Young and Cotter (3) have reported 4 cases 
of tricuspid disease—all of which showed either 
a stenosis or insufficiency or both a stenosis and 
insufficiency of this valve. Their report is con- 
cerned chiefly with the difficulty at arriving at 
a diagnosis in this condition. They find that 
the most characteristic and significant sign in 
the diagnosis of organic tricuspid disease is 
the presence of a pulsating liver which contin- 
ues to pulsate or even pulsates more markedly 
under influences calculated to affect disappear- 
ance of this phenomenon. This liver pulsation 
may be arterial or venous in nature. In rare 
cases of aortic insufficiency expansile enlarge- 
ment of the liver is clinically appreciable and 
distinctly arterial in nature. Venous pulsation 
is produced by the reflux of blood from the 
right side of the heart through the inferior 
vena cava, thence to the hepatic vein .and 
through the liver lobule. 

St. George (4) in an excellent comprehen- 
sive report of 5 cases of malignant tricuspid 
endocarditis, while agreeing in the main with 
Young and Cotter, reports a “positive” jugular 
pulsation of more frequent occurrence—par- 
ticularly in his cases. He dwells on the diffi- 
culties encountered in the diagnosis of these 
cases and contends that neither percussion nor 
auscultation aid us—principally because of 


*Read before the Weekly Conference of the Woodward 
Clinic, Dec. 20, 1922. 


_ still he was disinclined to eat at any time. 
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signs given by concomitant mitral disease. He 
states that lung infarction with or without ab- 
scess formation is almost constantly present 
and generally leads to a diagnosis of broncho- 
pneumonia. Long continued physical signs in 
the lung which are evanescent in character—or 
rapidly changing, together with the heart signs 
and associated jugular and hepatic pulse should 
make us fairly certain of tricuspid endocarditis. 

Text book description of cases of this va- 
riety are more rare than case reports them-. 
selves. Hirschfelder (5) mentions the possi- 
bility of there being a loud systolic murmur 
over the tricuspid area indicative of either a 
functional or organic insufficiency in the sep- 
ticaemic type of malignant endocarditis. This 
occurs because of the increased load thrown 
on this valve by both the advancing organic 
lesions and the increased weakness of the mus- 
cle wall. Associated with this condition is usu- 
ally found a systolic pulsation in the jugular. 
All of which serves to suppyl an added obstacle 
in the effort at establishing a definite ante- 
mortem diagnosis in these cases. 


The following case is presented as an ex- 
ample of the difficulty in the diagnosis of these 
cases. 


J. H. B., 28, male, white, milk dealer, entered 
the hospital Oct. 10, 1921, complaining of pain low 
down: in the left chest and shortness of breath on 
exertion. His family history was negative. The 
past history brought out the statement that he had 
lost 48 pounds in the last three months. He at- 
tributed this to his attempt ‘three months pre- 
viously, to lift up the front end of an automobile 
truck—at which time he severely strained his left 
side. About 10 weeks previous to his entrance 
into the hospital, patient was overcome by the 
heat and was confined to his bed for one week. At 
the end of this time patient noticed that he would 
tire very easily on the slightest exertion. Has had 
cough with hemoptysis about once or twice a day 
for past three weeks. Had an attack of pleurisy 
of right upper chest two weeks ago; this lasted for 
three or four days and then the left lower chest 
became involved six days ago. He has been av- 
eraging ahout one severe chill every day for the 
past eight weeks. These chills would be followed 
by high fever and profuse sweating. During all 
this time his appetite has been very poor and al- 
though he had no gastric disturbance of any kind, 
He was 
unable to attend to any of his business because of 
his shortness of breath on exertion and because of 
these severe daily chills. His purpose in entering 
the hospital was to have a number of abscessed 
teeth taken care of and to find out, if possible, just 
what was wrong with him. 

The physical examination showed a white male 
subject, with large frame and thin panniculus. His 
skin was pale, features drawn and anxious, and 
respirations somewhat labored. There was no gen- 
eral glanular enlargement. The eyes showed clear 
sclera and conjunctiva, pupils equal and reacting 
promptly to light and accommodation. The exam- 


ination of the fundi showed no departure from the 
normal. 

The tongue was heavily coated. The teeth were 
in very poor condition—there being numerous old 
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roots as well as many carious teeth. The tonsils 
were small, athrophic and appeared healthy, 

The chest examination showed a slight shorten- 
ing of the right shoulder. There was marked de- 
pression of the supra- and infra-clavicular fossae 
on both sides. The excursion on the left side was 
decreased. The apex was palpated in the fifth inter- 
costal space just within the midclavicular line. The 
general musculature was firm, well developed and 
showed no contractures. The vocal and tactile 
fremitus were unchanged. Expansion good except 
for slight lagging on left side. Percussion revealed 
no change in the resonance from the normal. The 
breath sounds were slightly roughened over .the 
right apex, but nothing more except for a to and 
fro rub over left lower chest posteriorly. 

The heart showed no enlargement or displace- 
ment. It’s rate was 88 and the blood pressure was 
systolic 106 and diastolic 34. The radial pulse was 
soft, easily compressible and of the same quality 
on both sides. No murmurs could be heard. The 
pulmonic second sound was slightly accentuated. 

The abdomen was relaxed. The liver and spleen 
were not enlarged or tender and no pulsations were 
visible. 

There was no edoema of extremities. 

The primary diagnosis ‘of pleurisy of left chest 
was made. Patient was put to bed and arrange- 
ments were made for the care of his teeth on the 
following morning. (The upper central and lateral 
incisors, one cuspid and one lower right first molar 
had been shown to be abscessed by the X-ray). 

His blood count, taken at this time, showed: 

Heb. 85 per cent R. B. C. 4,600,000; W. B. C. 
15,400; Differential: Poly: 70 per cent; S. M. 24 per 
cent; L. M. 4 per cent and T. 2 per cent. Urin- 
alysis was negative. : 

At 9:20 p. m. of the day of entrance, patient had 
‘a severe chill lasting for 20 minutes. His tempera- 
ture rose to 103.6—-the pulse was 90 and the respira- 
tions 26. He perspired profusely afterwards, but 
slept well that night. 

The teeth designated above were extracted and 
the patient seemingly stood the ordeal well. The 
pain in his left posterior chest subsided somewhat 
and progress was uneventful until Oct. 13, when 
pain in chest became more severe and patient had 
a comparatively slight chill with a rise of tempera- 
ture to 100.8. Examination of chest at this time 
showed coarse mucous rales over both apices, bron- 
chial breath sound over left central area with some 
dullness on pereussion and also some increase in 
tactile fremitus. A soft systolic murmur was heard 
over the tricuspid area at this time. 

Patient coughed up some blood streaked sputum 
which was examined for tubercle bacilli, but with 
negative results. 

The pneumonic area in the left lower chest per- 
sisted, but on Oct. 16 examination of the chest re- 
vealed some fine showers of rales at end of inspira- 
tion in both axiliary regions and at the bases. The 
heart murmur over the tricuspid area persisted. 
Early on the morning of Oct. 17th patient had a 
severe chill lasting 35 minutes, followed by a rise 
in temperature to 103 degrees. Chest examination 
two hours afterward showed  broncho-vesicular 
breathing in right upper lung with cog-wheel inter- 
ruptions: there was also broncho vesicular breath- 
ing under left clavicle extending around in the 
axilla. There were fine crackling rales in showers 
over right apex posteriorly which persisted on 
coughing. The evidence upon which a pneumonic 
area had been mapped out in the left lower lobe 
posteriorly, had disappeared. 

On Oct. 18 patient had another chill lasting for 
30 minutes—at end of which time the temperature 
had risen to 103.4. The hemoptysis was slightly in- 
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creased during the day, but the chest signs remained 
practically the same—excepting that besides the 
tricuspid systolic murmur there was also a systolic 
murmur over the pulmonary area. 

From this time on patient continued to have from 
one to two chills per day, his temperature sometimes 
rising as high as 105 degrees. The chest signs 
would change from day to day—showers of fine 
crackling rales at height of inspiration with hemo- 
ptysis being found one day in one apex, then in the 
other, or in one or both of the bases. The heart 
signs continued unchanged—systolic murmurs over 
the tricuspid and pulmonic areas. Exploratory 
puncture of the left lower chest was done on Oct. 
20, but only about 2 c.c. of clear fluid were with- 
drawn. 

LABORATORY 


Three X-ray examinations of the chest were made. 
The first showed a diffuse mottling throughout both 
lungs. The second showed scarcely any mottling 
and the last was practically the same as the second. 
No evidence of effusion, pneumonia or tuberculosis 
was found. There was no cardiac enlargement. 

Repeated examinations of the sputum for tubercle 
bacilli were made, but with negative results. Blood 
smears were examined for malarial parasites, but 
none could be found. 

A Widal examination showed aggutination in a 
dilution of 1 to 640. This finding was quite strik- 
ing, since it did not coincide at all with any of the 
other symptoms of the patient. The only explana- 
tion that might possibly account for this occurrence 
was that the patient had been vaccinated for typhoid 
fever while in the army three years previously, yet 
a positive agglutination in so high a dilution seems 
hardly probable after such a lapse of time. 

Of six blood cultures that were taken, four showed 
no growth, while two showed a growth of Staph 
ylococcus Albus. These blood cultures were taken; 
two at the beginning of a chill, one at the height of 
the chill, two at end of chill and one during a 
quiescent period. The cultures that were positive 
had been taken at the end of a chill. 

The urinalysis was persistently negative. On 
Oct. 13, the leucocyte count was 11,500; on Oct. 
17, the leucocyte count was 10,200; with P. 69 per 
cent; S. 23 per cent, L. 5 per cent, T. 2 per cent, 
and E. 1 per cent. On Oct. 22, Hgb. 80 per cent; 
R. B. C. 4,840,000; W. B. C. 14,800; P. 72 per cent; 
S. 18 per cent; L. 7 per cent; T. 1 per cent. The 
blood Wassermann was negative. 


DIAGNOSIS 

Because of the ever changing chest signs the 
recognition of this condition was rendered quite 
difficult. Aside from th@ original diagnosis of 
pleurisy of the left chest, the condition was thought 
to be produced by the malarial parasite, but this 
was ruled out by repeated examination of the blood 
smear with failure to find the parasite as well as 
by the positive blood culture. 

The diagnosis of tricuspid malignant endocarditis 
was finally made on the basis of (1) The evanescent 
signs in the lungs produced in all probability by 
small infective emboli being broken off the tricuspid 
valve vegetations and passed into the pulmonary 
circulation with lodgment in the parenchyma of 
the lung and production of minute areas of infarc- 
tion which were responsible for the chills and 
hemoptysis and (2) the persistent systolic murmur 
over the tricuspid area. 

No petichiae of the skin, hepatic or splenic en- 
largement or tenderness, or jugular or hepatic pul- 
sations (positive) were noted at any time during the 
patient’s stay in the hospital. 

TREATMENT 
The patient was confined to bed during his entire 
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stay in the hospital. Therapeutic measures ranged 
from the administration of salicylates and quinine 
by mouth, intravenous injection of large amounts 
of salicylates and electrargol to the final preparation 
of an autogenous vaccine from the organism ob- 
tained in the blood culture. As a final precaution, 
the rest of the patient’s teeth were extracted and 
the tooth sockets curetted. After a stay in the hos- 
pital of 26 days the patient was permitted to go 
hume after he had had no chills for 3 days and his 
chest signs had entirely cleared up. The systolic 
murmur over the tricuspid area persisted as before. 

Administration of the vaccine was continued after 
the patient returned home. Strangely enough, the 
chills never returned and the patient continued to 
improve uneventfully. Six months afterwards the 
patient was working as hard as he ever had before 
with no discomfort whatever. He had regained his 
normal weight and strength. 
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REPORT OF A CASE OF GRANULOMA 
RUBRA NASAE 


WILLIAM H. GORDON, B. S. M. D. 
DETROIT, MICH. 


I am reporting a case of granuloma rubra 
nasae. This disease is interesting because of 
its rareness, as there are not over 40 cases re- 
ported in the literature at the present time. 
This condition is defined as a chronic inflam- 
matory disease of the skin which always at- 
tacks the nose and has been found on the upper 
lip, chin, cheek, eyebrows and extremities. 


It is characterized by an irregular arrange- 
ment of macules and papules, red to red-brown 
in color, pin-point to pin-head in size, and by 
hyperidrosis and congestion. The histopathol- 
ogy shows an inflammation in the blood ves- 
sels supplying the coil glands of the corium. 
These vessels were dilated and the perivascular 
spaces were intensely infiltrated with leuko- 
cytes, connective tissue cells and plasma cells. 


In all the cases reported in ‘the literature, — 


the nose was involved. The affected part was 
of highest color at the tip of the nose and grad- 
ually faded away into normal skin. The papules 
and macules were deep red to red-brown in 
color and were tipped with drops of sweat, and 
the areas of most intense color were coldest to 
the touch. Excessive excitement caused the 
color to become more prominent and in all 
cases that have been reported there had been 
no subjective symptoms and no_ ulceration. 
With the exception of one case, all the cases 
reported, have been in delicate children and 
most commonly in males before the age of 6. 
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The one exception was described by Pinkus in 
1904, in a man 59 years of age. 


The etiology of this disease is not known, 
but ‘every case on record has shown a definite 
association with children who were mal-nutri-« 
tion type and those who had an impaired peri- 
pheral circulation. Tuberculin reaction has al- 
ways been negative. 


The treatment in all has been the general 
treatment of mal-nutrition, i. e.: iron and cod 
liver oil, X-ray and radium. With the excep- 
tion of a case reported by Barcut® no good re- 
sult has been obtained by X-ray and radium. 


Prognosis: In all the cases, except the one 
reported by Pinkus, the granuloma disappeared 
with age without leaving a scar. My case is 
as follows: 

CASE REPORT 

M. G.—Male child, 4 years old in April, 1922. 

Complaint—Underweight and rash on face. 

Family History—Negative. 

Past History—No history of children’s diseases, — 
has always been underweight and has taken various 
courses of dietetic treatments and also various 
types of grandular therapy since the third month. 
Child weighed five pounds at birth and was the 
result of a very normal pregnancy. It was breast 
fed the first three months after which it was changed 
to the various formulas. 

It also gives a history of convulsions which began 
at two years of age. I saw him in one convulsion, 
March 28th, which began at 2 a. m. and lasted until 
4 a.m. and was only controlled by the use of chloro- 


form and morphine. My diagnosis is ‘‘Chronic 
Intestinal Indigestion.” 
IXAMINATION 


The patient was a very under-nourished boy, age 
4 years; weight, 18 pounds; height, 25 inches. Ab- 
domen was marked prominent, tympanitic all over. 
The skin was dry and showed a-<small papular 
eruption which covered every square one-half inch 
of the body. The abdomen was typically ‘‘pot-belly”’ 
type. 

Examination of the heart and lungs was negative. 
The whole glandular system was palpable as some 
hard glands pea size. Looking at the patient’s face 
one could immediately notice a maculo-papular 
eruption which affected most markedly the tip and 
ala of the nose. This eruption was deep red 
in color, and composed of pin-point to pin-head 
in size, macules and papules. The highest colored 
area was at the tip of the nose and this gradually 
faded away into normal skin. The papules were 
tipped with drops of sweat and upon excitement 
(when the child began to cry) these papules became 
more prominent and at the same time small areas 
which were not so marked, were seen on the chin, 
forehead and hands; no ulceration was found in any 
of these areas. 

The final diagnosis of ‘Chronic Intestinal Indi- 
gestion’”’ was made and also after consultation with 
Dr. Cowie and Dr. Wile of Ann Arbor, the skin con- 
dition was classified under the head of ‘‘Granuloma 
Rubra Nasae.” The child was then placed upon 
dietetic treatment which was rich in vegetables, and 
since the above date he gained practically ten more 
pounds and looks much healthier. During his early 


treatment an interesting accident happened. 

While playing around the house he tripped upon 
a rug and fell and was unable to walk. There was 
swelling at the distel end of the femur and Roentgen 
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examination of this leg showed a fracture of the 
femur which was not displaced. This healed up 
very readily. 
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DISTURBANCE OF SLEEP* 


CARL D. CAMP, M. D. 
ANN ARBOR, MICH. 


The sleep disturbances fall into three main 
groups: excessive sleep, deficient sleep in 
quantity, and deficient sleep in quality. 

According to the International Dictionary, 
“Sleep” is defined as a noun, meaning “A 
natural and healthy, but temporary and periodi- 
cal suspension of the functions of the organs 
of sense as well as those of the voluntary and 
rational soul.” This may be a very proper, 
general definition, but from a scientific view- 
point exception can be taken to every part of 
it except that it is “natural and healthy.” In 
fact there is no definition that defines exactly 
what sleep is for, as a matter of fact, we do 
not know. Shakespeare’s definition that it is 
“nature’s sweet restorer” comes closer to the 
truth than any other that I know. 


The proper amount of sleep for an individual 
is, in my opinion, largely a matter to be de- 
cided by the individual in question. It is gen- 
erally supposed that eight hours out of the 
twenty-four should be spent in sleep. How- 
ever it does not seem to me to be a question 
for dogmatism; there is apparently no way in 
which we can determine the proper amount of 
sleep for an adult except to question his feel- 
ings. Some years ago I did this with quite a 
large number of people and carefully tabu- 
lated the answers in about 500 cases by age, 
occupation, sex and other points. These were 
supposedly normal, healthy people, eighteen 
years or older, and the question was what each 
individual believed to be the number of hours 
required to keep him or her in the best possible 
physical and mental condition; ordinarily this 
would be the number of hours the individual 
actually used and excluded those cases where 
sleep was interfered with by any special con- 
dition. My conclusions were that: 

Age, in adults, on the average, made no dif- 
ference. The younger, kept as a rule. closer 
to the average of eight hours. The old either 
slept a longer or shorter time than the average 
as individuals but had the same average, as a 
group. To illustrate, a young man sleeps only 
four hours one night but makes up for it by 
sleeping twelve hours the next, average eight; 
Another older man has an average six hours 
per night but another older man has an average 
of ten hours per night, average of the group is 
eight. 

The tabulations by sex showed that women 
slept on the average about one hour longer 

than men. 


*From the Neurology Clinic Hospital of the University 
of Michigan, Ann Arbor, Michigan. 
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My numbers were too small to go into detail 
in the matter of occupation, but in general they 
gave the impression that active brain workers 
slept less than those employed in manual labor 


and this was especially noticeable among the 
older group. 


The average actual sleeping hours varied 
from five to eleven—however there were few 
at either end of the scale. It was a rather 
striking and significant point that there were a 
considerable number who had habitually taken 
eight or nine hours sleep who stated that when, 
tor some reason, they took less than that for a 
month or so, they noticed that they got along 
just as well after they became accustomed to 
it. It seems to me quite probable that there 
are many people who sleep longer than they 
should or at least longer than they need to do 
in order to maintain good health and I am in- 
clined to believe that over-sleeping is as repre- 
hensible a habit as overeating. The only dif- 
-ference is that it shortens the enjoyment of life 
piecemeal instead of at the end. 


Although an excessive amount of sleep may, 
in most cases be regarded as merely a bad 
habit, yet sleepiness is not infrequently an 
accompaniment of some bodily disorder. Among 
the more common are: old age, weak heart 
and poor circulation; diseased vascular condi- 
tions: preceding, cerebral hemorrhage, cerebral 
malnutrition and certain forms of insanity; 
various toxemias—malarial, cholemic, uremic, 
syphilitic, dyspeptic and diabetic; insolation; 
cerebral anemia and hyperemia; cerebral tumor 
and craniel injuries. ‘Che so-called sleepiness 
in the above conditions is in most instances 
however more akin to stupor than to true sleep. 
The same criticism applies to the prolonged 
trance states of the so-called “sleeping girls,” 
of which there is a large number of cases on 
record. Hysteria and hypnotism or auto-sug- 
gestion play a large part in such cases although 
Skerrit and Stewart report the case of a youth 
of seventeen, who, after a period of hard study 
and insufficient sleep, slept for fifty days. The 
African sleeping sickness, trypanosomiasis, and 
the so-called lethargic encephalitis, epidemic 
encephalitis, furnish other examples of sleepi- 
ness as a symptom of brain disease. In the 
latter, as is well known, sleepiness is not an 
invariable symptom, in fact there may be quite 
the reverse—a prolonged insomnia; and in- 
somnia is the rule in the convalescent stage. 
In some of these cases the sleepiness was only 
periodic. The cause of the sleep in encephali- 
tis remains to be determined. Most observers 
attribute it to the location of the lesions rather 
than to the nature of the infection. 

Sleep may come on periodically—thus more 
like normal sleep—but much more frequently 
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than the normal. In 1906 I published an article 
in the Journal of Abnormal Psychology on 
“Morbid Sleepiness” in which I reported a case 
of a man who worked in a slate quarry, aged 
forty-one years, married and with a negative 
family and previous medical history who was 
well until August 25, 1904. When walking in 
the street that morning he felt a slight twitching 
in the legs and they “gave way.” That after- 
noon he attended a political convention and 
while there fell asleep. After sleeping five 
minutes he was awakened by a friend but soon 
afterward fell asleep again; he was re-awaken- 
ed and then went home. From then until I 
saw him in September, 1905, he had these 
attacks of sleepiness coming on at irregular 
intervals many times a day and persisting until 
he is awakened by some slight stimulation, 
such as a spoken word or a light touch. The 
attacks bore no relation to the taking of food 
and occurred often in the most inconvenient 
and perilous places, such as while talking, 
while being examined in the hospital, while 
eating, while working in the quarry ascending 
ladders or being drawn up in the bucket. The 
attacks were preceded by a feeling of depres- 
sion and fatigue, but if he sleeps only a minute 
this feeling will have left when he awoke. He 
would not fall on the street but would lean 
against a lamp post or the wall of a house. He 
slept a normal amount at night and felt well 
when he arose in the morning. He had no 
headache or indigestion and no other symptoms 
or complaints. His appetite was good and his 
bowels moved daily. 

Examination showed him to be a well nour- 
ished, muscular man with the appearance of 
perfect health. He answered questions quickly 
and intelligently. Several times during an ex- 
amination which was conducted in the pres- 
ence of students he fell into what was, to all 
appearances a sound and peaceful sleep, from 
which he could be quickly and easily awakened. 
His pulse was regular and the tension normal. 
There was no arterio-sclerosis. The neurologic 
and physical examinations were negative. There 
His urine and 
blood were normal and the examination of his 
eyes was negative. 

The administration of caffiene was of no use 
in keeping him awake and we treated him in 
various ways without much effect. I tried to 
hypnotize him to see if his attacks resembled 
the sleep that he might have in hypnosis but I 
did not succeed—he couldn’t keep awake long 
enough—although he slept he was not hypno- 
tized. ; 

Gelineau, in 1880, reported a similar case 
and suggested the term narcolepsy—‘“a rare 
neurosis characterized. by an imperious sleep 
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of sudden onset and short duration which re- 
curred at frequent intervals.” However, the 
Greek word narcos implies stiffness, numbness 
or deadness, and, as Foot pointed out, hypno- 
lepsy from the Greek word hypios, meaning 
sleep would be more appropriate. The term 
narcolepsy has been used to describe a certain 
type of epileptic attack in which the patient 
appears only to be sleeping but is more pale 
and rigid, and from which he can only be 
aroused with difficulty and after an interval. 
Pseudo-narcolepsy describes the hysterical 
trance states which recur in attacks and in 
which the patient is also stiff and often pale 
and from which there is also difficulty in arous- 
ing. . 

The genuine hypnolepsy is distinctly rare. 
MacNamara in 1862 reported such a case in a 
young girl who had sudden attacks of sleep 
while eating or while at the piano, etc., and 
who was awakened at the slightest touch. She 
apparently was cured by a severe epistaxis. 
E. Mendel reported a similar case in a man 
aged thirty-seven years and both he and Matas 
attributed the trouble to a disorder of the sym- 
pathetic nervous system leading to transient 
attacks of cerebral anemia. Morton reported 
a case in a physician (Journal of Nervous and 
Mental Dis., 1884, p. 615) thirty-two years 
old who went to sleep on the slightest mental 
exertion, such as reading, while making a vag- 
inal examination, three times during the writing 
of one prescription, etc. Jacoby (New York 
Med. Record, 1884 p. 615) reported a case in 
a barber who regularly fell asleep while at 
work. He had no other symptoms except that 
he was gaining fast in weight. Foot’s patient 
went to sleep every day at three p. m., no mat- 
ter what he was doing and Ewen reports a 
case in a soldier who slept while on guard duty 
as well as other times. 


Cases of narcolepsy, epileptic in origin and 
type and the hysterical pseudo-narcolepsy are 
numerous in the literature but they need not 
be discussed here as the resemblance to sleep 
is only superficial whereas in the hypnolepsy 
case the patient has all the appearance of ordin- 
ary sleep and can be immediately and easily 
aroused, 


A more common difficulty than excess of 
sleep is the lack of sleep or the inability to sleep 
sufficiently to maintain the health and feeling 
of well being of the individual. It may be 
of such degree that the patient is impelled to 
consult a physician for that alone or it may be 
that the insomnia is an important symptom of 
some other illness for which the patient is 
being treated. In either event the first step is 
to decide whether or not the patient is really 
suffering from a lack of sleep and this is not 
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always easy. A patient may come complaining 
that she cannot sleep well for she says that she 
goes to bed at nine o’clock and never gets to 
sleep until twelve. She then sleeps until eight 
and so obtains eight hours of sleep which should 
be sufficient. The difficulty in this case is not 
lack of sleep but sleep at a time not wished for 
by the patient. Earlier rising and fewer hours 
in bed might correct the trouble. Some patients 
who consult a physician on account of lack of 
sleep are untruthful. I have seen a patient 
who claimed to sleep not over one hour a 
night. Since her appearance belied her I 
insisted that she enter a hospital where her 
sleep could be watched and the nurse reported 
that she slept well and all night although the 
patient insisted that she did not. In many such 
cases the trouble is a true hypochondriacal de- 
lusion, in other cases it may be due to vivid 
and continuous dreaming. 


What might be .called an essential insomnia 
may result from habit. This is usually seen in 


persons past middle life whose occupations or 
some other factor has kept them from sleeping 
for a time. A Mrs. V. who had a bad family 
history, which included suicide and insanity, 
was referred to me by her family physician on 
account of insomnia. She was apparently 
healthy in all other respects. During the illness 
of a grandchild she had to be up a good deal 
during the night and following this she had 
difficulty in sleeping. She said that she had 
had a similar trouble some years before when 
she nursed a daughter who was ill and was 
more than a year in regaining her normal sleep 
habit. Such cases as this emphasize the para- 
mount importance of habit in sleep and all 
treatment must be an effort to train the mental 
processes to a normal habit by persuasion and 
suggestion and the proper use of hypnotic 
drugs. The objection to the use of drugs— 
that they are habit forming is not true of their 
proper use. It is to be born in mind that the 
drug is used to create a sleep habit and not a 
drug habit and so they should only be used to 
persuade and to reinforce the doctor’s sug- 
gestions. One must be careful not to aitach 
any undue importance either to the insomnia 
or to the taking of the medicine for it. There 
are a few don’ts to remember: Don’t tell them 
to try to sleep—it is useless and often these 
patients complain that the more they try the 
more awake they become. All emotion is a bar 
to sleep, hence the anxiety to sleep may act to 
prevent it. All factors which draw the patient’s 
attention to the instability of the process tend 
to neutralize the good in a suggestion. If you 
tell him that he needs quiet you emphasize 
his belief that any noise will keep him awake 
and so, as a result of the auto suggestion, it is 
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likely to do so. All the details in such a case 
must be very carefully handled from the stand- 
point of suggestive therapy. 


Wakefulness may be due in some cases to 
minor sources of irritation. It is a common 
experience that it is difficult to sleep in a 
strange bed ; that those who sleep with windows 
open must have them so in order to sleep well 
but that others cannot sleep if the air is too 
cold or fresh or if there is a light in the room, 
etc. Accustomed noises are not inimical to 
sleep. The city man is not awakened by the 
street car running all night but is badly dis- 
turbed by barnyard or other noises of the 
country. Usually such causes of wakefulness 
are only temporary except in certain consti- 
tutional psychopathic individuals who react ex- 
cessively to any stimuli. They are of the type 
that cannot adjust to their environment and so 
their environment must be adjusted to them 
if they are to be comfortable. Sources of irri- 
tation may be internal; gastric hyperacidity 
for instance and in such cases there is prompt 
sleep after a drink of water perhaps or a 
sodamint tablet. Other sources of discomfort 
may act in a similar way. Excessive fatigue 
is often accompanied by sleeplesness and it is 
a common symptom in neurasthenia. In such 
cases the judicious use of hypnotics may be de- 
sirable. Anemia from different causes and 
disturbance of the cerebral circulation in heart 
disease may be a cause of insomnia. In the 
latter case morphine may be useful in quieting 
the patient. Among other sources of irrita- 
tion should be mentioned the presence of resi- 
dual urine in the bladder due to stricture or 
enlarged prostate. Sexual irritation of one 
kind or another might also be included in this 
catagory. 


The popular idea of sleep, as shown by the 
ordinary definition, implies that it is always 
the same in quality but a careful student of 
the subject cannot accept this. -A number of 
investigations have shown that the depth or 
soundness of sleep, i. e., the intensity of stimuli 
necessary to arouse the individual from sleep, is 
greatest soon after falling asleep and after 
remaining at this level for a few hours, two 
or three, it rapidly becomes less; so that, it is 
near the waking level for the rest of the time. 
It is well known also that there are individual 
variations in the depth of sleep and in the 
same individual from time to time. This is 
certainly an important matter if the depth of 
sleep has any relation to its physiologic func- 
tion. As a matter of fact, in sleep ‘there is 
no complete suspension of the functions of the 
organs of sense as is shown by the effect of 
sense stimulations on dreams and also in the 
discrimination of sensory impressions in arous- 
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ing the individual. A loud sound might not 
awaken but a much less one of different origin 
will do so. For example: the mother who 
sleeps peacefully through ordinary noise but 
awakens at a slight cry from her baby. Further- 
more, mind-work is not suspended in sleep as is 
shown by the psychoanalysis of dreams. We 
must remember then that even in ordinary, so- 
called normal sleep, the functions of both the 
body and the mind are not suspended, they are ° 
simply throttled down, or, if you prefer, the 
engine is running but the clutch is out. Under 
such circumstances a great variety of disturb- 
ances may occur. 


The disturbances of the predormitum—the 
stage of falling asleep has been most entertain- 
ingly described by S. Weir Mitchell. They are 
more commonly found in constitutional psy- 
chopathic individuals of the hypochondriac 
type much given to self observation although 
they may occur in normal persons. Often they 
are described as sensations of “falling” or 
“sinking away” or a feeling as if one part of 
the body had gone to sleep without the rest of 
the body; they can no longer move the leg, etc., 
or they can no longer hear. These sensations 
are usually described as unpleasant or terrify- 
ing and the individual struggles to awaken. 
Their clinical importance rests in their effect 
in causing fear and consequently the emotional 
type of insomnia. Psychotherapy and reassur- 
ance as to the harmlessness of the phenomena 
is the best mode of treatment. 


Dreams are reckoned as perhaps the most 
common sleep disturbance but according to 
modern theories the dream is simply the recol- 
lection of subconscious mental activities which 
are invariably present in sleep. The fact that 
some dreams deal with particularly vivid or 
painful experiences and disturb the patient in 
this way is the only reason for including them 
here. The individual on awakening only 
recollects a fragment but the dream we hear at 
the breakfast table is an elaboration or an at- 
tempted “rationalisation” of this and often 


-enough a long story. The difference between 


the “manifest content” or the elaboration, and 
the “latent content” has been pointed out by 
Freud and others but the importance of the 
theory, to the student of sleep, is the proof 
that there is a continuous mental activity, of a 
sort, during sleep. The same fact is shown by 
the working out of problems in sleep and by 
sleep walking, sleep talking and similar activi- 
ties. These phenomena, it seems to me, are not 
at all uncommon in normal individuals. I have 


experimented and found it usually quite easy 
to elicit answers from a sleeping person with- 
out waking them. It might be well to mention 
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that such answers are not always truthful; a 
liar can lie in his sleep. 

In nearly the same catagory we may place 
“night terrors” in children and, occasionally, 
in adults. The cause, in most cases, is un- 
doubtedly some fear that has been carried over 
from the day—not necessarily the previous 
day. It is only during sleep that the fear rises 
to the point of terror and its expression is un- 
restrained. The presence of the condition need 
not indicate anything fundamentally wrong 
with the child but may be rather an indictment 
of the parents or companions. A brief psy- 
choanalysis, especially easy if the child can be 
questioned at the time of the attack, will show 
the cause of the trouble and a rational ex- 
planation will cure it. 

Nocturnal epilepsy and nocturnal eneuresis 
should also perhaps be classed as sleep distur- 
bances and, in some cases at least, there is good 
reason for classifying them together. From the 
viewpoint of the student of sleep however, 
nocturnal epilepsy has little interest unless one 
accepts the views of L. Pierce Clark as to the 
psychogenic etiology of epilepsy. If we do 
accept these views it could only be regarded as 
further proof that subconscious mental activity 
continues during sleep. There are probably 
several different causes for nocturnal eneuresis. 
Those cases associated with spina bifida 
occulta and similar conditions are probably 
due to lessening of the reflex control -of the 
bladder. During the waking hours the urine 
is controlled voluntarily, but this of course, 
disappears in sleep. It is these cases in 
which atropine, strychnine and quinine, to- 
gether with the restriction of liquids at bed- 
time, etc., have such a good effect. Still 
other cases are on a psychopathologic basis 
and in these one obtains the best results 
from psychotherapy, analysis, suggestion, 
mental training and occasionally punish- 
ment. 

The cases of sleep disturbance that I have 
studied and some of which I have mentioned 
lead me to the conclusion that the older, 
physiologic theories of the causes of sleep 
are entirely inadequate. For instance, the 
theory that sleep is due to anemia of the 
brain is not justified by the facts. Both 
pathologic and experimental evidence shows 
that anemia of the brain to a certain extent, 
favor wakefulness and when carried further 
causes stupor or coma and not sleep. That 
the circulation of the blood in the brain 
during sleep is slowed is probably correct, 
but so is the respiration, the pulse rate and 
other functions of the sort—all concommit- 
ant phenomena. 


The anatomic theory that sleep is due to 
retraction of the dendrites of the nerve cells 
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is, in the nature of things, not susceptible 
of proof but even if it were true the physi- 
cian, practical in his point of view, would 
want to know what caused the retraction of 
the dendrites. Such hypothesis can have no 
practical value. 


The chemic theories of sleep are more 
numerous and deserve more consideration. 
They all depend upon the idea that waking 
activity produces some substance in the cir- 
culation or in the tissues that exercises a 
hypnotic effect ; much the same as the effect 
as the so-called hypnotic drugs. This chem- 
ical substance is by some thought to be a 
product of the tissues themselves perhaps 
a tissue waste—a “fatigue toxin,” etc., by 
others it is thought to be an endocrine prod- 
uct. There is one great objection to all these 
chemic theories and that is that they do not 
explain—cannot explain, these abnormal 
sleep cases. The patient that I mentioned 
would be as wide awake after sleeping a 
half minute as if he had slept a half hour, 
nor did they make any difference in how 
soon he would go to sleep again. As a 
matter of fact severe fatigue tends to cause 
wakefulness and the hypnotic effect of a 
prosy speech and comfortable chair cannot 
be explained by chemistry. 

It is my opinion that*he only theory as to 
the cause of sleep that will satisfy all the 
known facts in the case might be called a 
“biologic” theory. According to this theory, 
sleep is a reaction of defense, it is a purely 
biologic reaction and may be classed among 
the instinctive habits. One might consider 
sleep to be the primary state of living mat- 
ter and the waking state a super-added func- 
tion. If this were the case then sleep is 
simply a reversion to a more primitive state. 
As to what brings this about one can per- 
haps best invoke the principle of the reac- 
tion of greatest interest, or utility to the 
individual which is a phenomenon of natural 
law. The feeling of sleepiness and the feel- 
ing of hunger are alike in that both may 
indicate organic needs, but do not always 
do so and are in fact, separable from these 
needs. A man may need nourishment but not 
be hungry; he may need sleep but not be sleepy 
or he may not need either but yet have these 
sensations. When he has these sensations he 
will however satisfy them if he can and if 
there are no counteracting influences and, 
at times, even in spite of such influences. 
In the lower forms of life, or in those higher 
forms deprived of reasoning, either natur- 
ally or experimentally, one studies these 
automatic or reflex activities easily. In the 
lowest forms of life eating and sleeping are 
almost continuous performances only inter- 
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rupted by occasional waking to adjust to 
environment. In more complex organisms 
both are changed by environmental condi- 
tions into eating habits and sleeping habits 
such as we may observe in man. There is 
no reason why we should not apply to these 
higher reflexes the same principles that 
Sherrington in his book on the “Intergra- 
tive Action of the Nervous System” has 
shown to exist for the lower reflexes. He 
has shown that one reflex may be totally 
inhibited if a complicating or conflicting 
reflex of greater interest to the preservation 
of the individual is initiated at the same 
time. It is well understood that the sensor- 
imotor nervous system, the brain, spinal 
cord and annexes are, in a sense, merely the 
servants of the automatic or vegetative 
nervous system and when the services of the 
former are not required its functions are in 
abeyance. This inhibition of brain function 
in sleep, which is similar to reflex inhibition 
and which might be called a reaction of dis- 
interest to ones surroundings seems to me 
to be the only possible theory of sleep that 
will account for all of the pecularities of 
this state. I have never yet met a case of 
sleep disturbance which could not be well 
explained by it. Peculiar sleep habits of 
so ne animals, especially those who hiber- 
nate, support this theory. This theory also 
explains why it is that the optimum amount 
of sleep required by an individual is largely, 
as we say, a matter of habit. It is a well 
known fact that mentally energetic indi- 
riduals as a rule sleep less and apparently 
‘equire less sleep than others. 





SOME PROBLEMS OF INDUSTRIAL 
SURGERY 


DR. W. L. FINTON, F. A. C. S. 
JACKSON, MICH. 


Just why one should like to do industrial sur- 
gery is hard to determine. However, I am 
sure that the reasons are entirely different 
from those given by a famous Philadelphia 
dermatologist in defense of his specialty. A 
young physician asked him why he chose to 
become a skin specialist. He replied that there 
were really three reasons; he had no night 
work, his patients never died, nor, did they 
ever get well. 


When one thinks of the scope of industrial 
surgery we must, of course, include everything 
from the treatment of the superficial skin 
scatch to the depressed fracture of the skull. 
The “traumatic” abdomen, the ruptured kid- 
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ney, the severe wound infections all pass more 
or less vividly across one’s mind, but the in- 
juries which we most often recall in connec- 
tion with accidents, the real work of extensive 
industrial surgery, are fracture cases. 


Perhaps there is no medical subject which 
seems more dry or uninteresting to the average 
physician than fractures. But when one is 
suddenly confronted with a serious or com- 
plicated case in which a good result is impera- 
tive, interest in the subject suddenly increases 
by leaps and bounds. Then all available help 
is welcomed. 


I will not, however, take your valuable time 
to discuss the treatment of fractures, but will 
mention only a few general observations in in- 
dustrial cases. 


It is of the greatest importance to be cour- 
teous and kind to the injured workman, per- 
haps as important as it is to be courteous to 
the president of the corporation for which he 
works. When the man is brought to you, he 
is more or less seriously hurt, or at least he 
thinks he is, which amounts to the same thing 
as far as his mind is concerned. At such times 
he will readily respond to your sympathy and 
you will thereby secure a control over the pa- 
tient that will be quite worth while in the fu- 
ture handling of the case. And when, in a few 
days or a few weeks you tell him that he is able 
to return to work, he will follow your instruc- 
tions, instead of malingering and going to 
some other doctor or osteopath who may capi- 
talize his imaginery trouble, thereby costing the 
employer either directly or indirectly a con- 
siderable sum of money. In other words, your 
skill in pleasing the patient at the time of your 
entree on the case may have accomplished 
more than the skill required to treat the in- 
jury. 

Do not fail to tell the patient definitely when 
to return for subsequent office or hospital dress- 
ings. If one is handling any large number of 
cases this little error will sometimes creep in. 
If you say to the patient to come back day 
after tomorrow at 2 o’clock, there will be no 
trouble. If, however, you neglect this, and the 
patient fails to ask for the next appointment, 
and then the wound does not do well, he will 
often resent what he thinks was too early a 
dismissal and he will go to someone else, regu- 
lar or irregular. Sometimes improper criticism 
and much trouble results from this little over- 
sight. 

In the matter of X-ray examinations, I am 
firmly convinced that they are not made often 
enough. In addition to flourscopy where indi- 
cated, plates should be taken of important frac- 
tures before the fracture is reduced, soon after 
it is reduced, at the end of six or seven days 





MARCH, 1923 


and again at the end of three or four weeks 
when union should be fairly well established. 
And if the patient complains of acute pain at 
any time during immobilization, the parts 
should be carefully examined and another X- 
ray examination made. The failure to do this 
has caused many of us to come to grief. The 
original definition of mal-practice years and 
years ago was the mistreatment of fractures. 
Even today more than 10 per cent of all mal- 
practice suits arise from the treatment of frac- 
tures. Formerly we were economists and we 
frequently debated with ourselves on the cost 
of an extra X-ray, or, we hesitated for fear 
the insurance company or someone might ob- 
ject to the expense. But now we take no 
chances. _Eternal vigilance is the price of 
safety. 


All contused injuries to hands or feet 
should be X-rayed if there is the slightest 
doubt as to the extent of the injury. The num- 
ber of unsuspected fractures of phalanges, 
carpels and tarsals is very large. Unrecognized 
and improperly treated fractures of these small 
bones not infrequently result in arthritis, ab- 
sorption of bone and new bone formation 
where it is harmful, so that months of disabil- 
ity and often a permanently injured member 
results. a 

In cases of fracture of the shaft of the long 
bones, if at the end of the three, four, five, or 
even six weeks there is found good union with 
an angulation that is not satisfactory, remem- 
ber that the angle can be easily changed by 
traction with pressure and counter-pressure. 

When the fracture has united or the in- 
flamed joint has subsided, your work as an in- 
dustrial surgeon is only a little over half com- 
pleted. Ever bear in mind that the goal for 
which we all work is the restoration of the 
worker to his place in industry. You have me- 
chanically assisted nature in securing healing. 
The patient’s smile of satisfaction, when told 
that his fracture is well united, vanishes when 
he finds that he cannot walk. Here the im- 
portant department of physio-therapy comes 
in, but always the physio-therapy should be 
under the physician’s direction. Although 
great advancement has been made in this work 
in the last few years, not half enough has been 
said about it. If the medical profession of this 
country will see that patients who need it are 
directed to the proper place for physio- 
therapy, baking, massage, diathermy, hydro- 
therapy, etc., and if they will use reasonable 
care in examining their patients before making 
a diagnosis, the irregular cults will automatical- 
ly disappear, because of a basic economic law. 

It is hardly necessary to mention that all 
fracture cases should have a Wasserman test, 
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both for the patient’s interest and your pro- 
tection. Even a fractured phalanx may fail to 
unite in a luetic patient. All cases of ununited 
fracture with negative Wasserman’s should 
have a provocative salvarsan and a second Was- 
serman. When this is negative striking 
results will sometimes be obtained by a few 
doses of anti-luetic treatment and in many in- 
dustrial clinics this is a routine procedure. 


The Thomas splint, which recently reap- 
peared after an absence of thirty years, is a 
very useful article. Yet the percentage of bad 
results from its ill-chosen or careless use is 
surprising. In order to obtain extension by 
the use of this splint alone, the ring must be 
kept in close opposition to the body. A string 
through a pulley near the distal end of the 
splint may or may not accomplish this. 

Permit me to take another moment to urge 
the more frequent use of calipers. In difficult 
fractures near joints, as in the lower third of 
the femur, or in any locality where other meas- 
ures do not properly hold, the calipers do the 
work beautifully. They are not painful if the 
slack skin is pulled in a proximal direction when 
the caliper is applied. Infection.is very rare 
when ordinary surgical care is used. 

The length of time that a fracture should be 
completely immobilized is growing less. Many 
text books still recommend four to six weeks’ 
time before any motion may be permitted. A 
recent edition of a well known work on 
fractures mentions six weeks of complete im- 
mobilization for a fractured patella and at least 
six months of “fixation” before the active flex- 
ion and extension of walking should be per- 
mitted. 

Some time ago we had an interesting experi- 
ence along this line. A Christian Scientist 
broke both patellae. There was complete and 
wide separation of the fragments. We strapped 
the fragments and applied posterior splints 
with elevation. At the end of seven days his 
Christian Science conscience rebelled against 
medical treatment. Although we strongly pro- 
tested, he left the hospital. He went home and 
about a week later commenced walking with- 
out a cane or crutch. He took off his splints 
entirely at the end of three weeks and at the 
end of a month, walked up three flights of 
stairs, stood up while making a twenty minute 
speech, and walked down the stairs again. He 
also walked back and forth to his work. To 
our surprise he had perfect bony union in both 
knees and, of course, there was not the usual 
prolonged disability and the slow limbering up 
of stiffened joints. Needless to say, Mary 
Baker Eddy received all the credit. 

We have had a number of more or less simi- 
lar examples of the benefits of early motion in 
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fractures. At the end of ten or twelve days 
careful passive motion of adjacent joints and 
gentle massage may be begun in practically all 
fractures. Partial absorption of bone frag- 
ments so frequently seen from lack of use, 
will occur less often. From the day of injury 
massage should be used on as much of the af- 
fected limb as the splints will permit. 
HEALTH SERVICE IN INDUSTRY 


Closely following on the advance of indus- 
trial surgery there looms on the horizon a 
health service in industry. This consists of 
a physical examination and in many places a 
medical service or medical clinic at the factory. 

The purpose of industrial examinations of 
employes is not to reject (as the labor unions 
first feared,) but to classify physical defectives 
and then to properly place the applicant: 

1. Where he can work to the least hazard 
to himself, both as to immediate dangers and 
future expectancy. 

2. Where he can work to the best interests 


of the company, i.e. To the greatest efficiency 


of the worker, and toward cutting down em- 
ploye turn-over. 

3. To eliminate dangers to fellow workers 
from acute communicable diseases, also from 
such chronic diseases as syphilis and tubercu- 
losis. 

In large factories about five per cent of all 
employes visit the accident and health service 
each day, so that every 20 days a number equal 
to the entire force comes through this depart- 
ment. 

Medical cases requiring treatment are urged 
to see their family physicians. No attempt is 
made to interfere with their medical relations 
as long as they receive proper attention. 

It matters but little to the physician doing 
this work, on what basis he is compensated, 
so long as he is well compensated. Routine 
examinations are of course paid for by the em- 
ployer. 

We have gotten out a short form blank for 
one of Michigan’s largest corporations which 
covers the essential items for routine exam- 
ination. There is space left for one subse- 
quent examination. 

Industria! accident and health service is of 
the greatest value to the worker and the em- 
ployer. Forty-two states have adopted some 


form of workman’s compensation law. The | 


routine examination of employes has already 
been established in many of the country’s 
largest corporations and it is rapidly increas- 
ing. It is a good step in the right direction 
and we physicians had best get in line and be 
prepared to handle it and to shape its policies 
rather than let the state, state medicine or the 
big corporations handle it for us. 
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INDICATIONS FOR CESAREAN SEC- 
TION—A STUDY OF 100 CASES* 


MAX BURNELL, M. D. 
FLINT, MICH. 


The indications for Cesarean section have 
become rather more complex than those 
stated by Murphy when writing in 1862. He 
gives the following reasons why the opera- 
tion should be performed: 


1. In the ovate deformity of the pelvis 
when the conjugate axis is less than two 
inches. 


2. In the cordiform distortion from mol- 
lities ossium when the distortion is extreme 
and craniotomy is either impracticable or so 
difficult that the safety of the mother cannot 
be secured. 


3. When tumors are immovable and so 
occupy the pelvic cavity as to leave a space 
of only two inches between the tumor and 
the pelvis. 

At the Long Island College, Brooklyn, 
during my service as Resident Obstetrician 
and Gynecologist, over 100 Cesarean sec- 
tions were performed. A_ retrospective 
study of the reasons Cesarean section was 
chosen as the means of delivery in these 
cases has been most instructive. 

The gross indications were as follows: 











4.. Placenta Praevia 4 cases 
5. Obstruction from Pelvic Tumors................ 6 cases 
6. Decompensated Cardiac Cases.........0....0..... 6 cases 
Vc GHICIARIDSIA) 922 oe ee 6 cases 
8. Malpositions of the Fetus (Post. Face 

and Transverse 11 cases 
9. Malformations of the Uterus.......0......200....... 3 cases 
1. Primiparae, with Contracted Pelvis.......... 32 cases 
2. Multiparae, with Contracted Pelvis.......... 17 cases 
3. Post-Operative Dystocia -.....0...0000000000000.2---- 9 cases 
10. Previous Cesarean Section -....000...002000.....-- 6 cases 

PRIMIPARAE, WITH CONTRACED PEUVIS 


Thirty-two cases are classified under this 
heading. Manifestly with such a large series 
of cases. individual study is out of the ques- 
tion. We can but attempt to give our rea- 
sons why Cesarean section was considered 
the most conservative means of delivery. 
As to pelvic contracture, the types dealt 
with were as follows: Funnel 11, generally 
contracted 5, generally contracted funnel 5, 
generally contracted flat 3, simple flat 5, 
flat funnel 2, G. C. rachitic 1. 

As a pelvis can only be truly called con- 
tracted when it does not permit of the pas- 
sage of that particular fetus, each patient 
was given a test of labor. It is only after 
such a test that we can learn: “The Charac- 
ter of the Contractions; The Dilatability of 
the Cervix; The Moulding Power of the 
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Fetal Head; and, The Effect of Labor on 
the Patient.” (Newell) The actual labor, 
for these 32 cases, averaged 2734 hours, and 
after that the test of labor, but four had 
engaged the fetal head through the inlet. 

Such evident inadequacy of the pelvis was 
further complicated by dry labor, 19; 
frank breech, 4; posterior face, 1; fibroids in 
the lower uterine segment, 2; brow presen- 
tation, 1; cervical dystocia, 6; P. O. P.,2; 
babies above (3,250 gms.-Williams aver- 
age birth weight,) 25. The average weight 
of all babies in this series was 3,630 gms. or 
8 pounds. Five babies weighed over 9 
pounds. The average age for these primi- 
parae was 27% years. 

To summarize: <A primipara presents 
herself with a pelvis the measurements of 
which are definitely under normal. She is 
allowed to go into labor to observe whether 
or not she will be able to engage the head. (In 
only 4 instances was she able to do so. Her 
case is further complicated by mal-position, dry 
labor, tumor of the lower uterine segment, 
babies above the average weight, etc. 

We feel that Cesarean section was the 
most conservative method of delivery. 

MULTIPARAE—WITH CONTRACTED PELVIS 


This group includes the most interesting 
cases of the entire series. There were 23 
cases in all. Six had been previously de- 
livered by Cesarean section and will be dis- 
cussed under that heading. The remaining 
17 are so instructive that we wish to take 
them more in detail. 

Group 1: Six of these patients had been 
delivered of one baby. Three had been in- 
strumental deliveries with the resultant still 
births. The other three ended as craniotom- 
ies. 

Group 2: Three patients had been de- 
livered twice previously. All of these babies 
had been delivered by forceps. Four were 
still-born, one lived 6 days, one was appar- 
ently uninjured. 

Group 3: Five patients had been delivered 
three times. The results were even more 
disastrous, for of thg 15 babies, only /one 
survived. Forceps were employed 11 times, 
version followed by immediate extraction 
3 times. The one baby that survived 
weighed 5%4 pounds and was born sponta- 
neously. 

Group 4: Two patients had been deliver- 
ed 5 times. Of these 10 babies, not one 


lived for more than 9 days and 6 were still- 
born. 


stance. 

Group 5: The one remaining patient had 
been delivered with instruments 16 times 
with 13 still-births. 


Forceps were employed in every in- 
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What matters the type of pelvic contrac- 
ture with such an obstetric history! Seven- 
teen women had been delivered of 53 babies 
and only 5 survived. A mortality of 90 per 
cent. True enough these women had been 
delivered by mid-wives, and physicians un- 
skilled in obstetrics, and in the filth of the 
largest tenement district in the world. One 
wonders how the mothers ever survived. 

The types of pelvis were as follows: 
generally contracted, 10; flat, 4; G.C. funnel, 
4: & ©. ae 1 

The average length of labor in these cases 
was 19% hours. Only 5 patients presented 
themselves at the hospital at term or early 
in labor. These women had been attending 
the pre-natal clinic. The other 12 despite 
their previous experiences came to the hos- 
pital late in labor, 10 of them after the mem- 
branes had been ruptured 9 or more hours. 

The average weight of the babies was 
3,550 gms. or approximately 734 pounds. 
Four of the babies weighed over 9 pounds. 

There were no fetal mortalities in this 
series of cases treated by Cesarean section 
while with forceps, version and extraction, 
craniotomy the mortality was 90 per cent. 

POST-OPERATIVE DYSTOCIA 

This group of patients is very interesting 

as it brings up the much debated question 
of pelvic plastic surgery during the child 
bearing period. Three patients were primi- 
parae. (1) A trachelorrhaphy and Webster- 
Baldy suspension; (2) Trachelorrhaphy with 
a Kelly ventro-suspension; (3) trachelor- 
rhaphy. Six patients were multiparae. (1) 
Trachelorrhaphy Webster-Baldy suspen- 
sion; (2) Trachelorrhaphy Mann suspen- 
sion; (3) Trachelorrhaphy Olshausen sus- 
pension ; (4) Coffey suspension; (5) Baldwin 
operation for Prolapse; (6) Trachelor- 
rhaphy. 
_ The dystocia in each case arose from the 
failure of the cervix to dilate, complicated by 
the fact that the cervix in every case was 
drawn posterior, high up, pointing toward 
the hollow of the sacrum rather than in the 
axis of the birth canal. Newell says of this 
type of case: 


“Stretching of the posterior wall exerts marked 
traction on the cervix with the result that some 
stretching of the anterior wall occurs, and the 
cervix is displaced upward and backward, being 
sometimes even above the level of the promontory 
of the sacrum and out of reach, while the pelvic 
brim is obstructed by the thickened anterior wall. 
Labor in such cases is ineffective and carries with 
it some danger of rupture of the posterior wall, 
while operative delivery from below is practically 
out of the question, owing to the inaccessibility of 
the cervix, which interferes with attempts at dila- 
tation and with extraction of the fetus, if dilata- 
tion is secured.” 


In each case the patient was given a test 
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of labor. The average length of labor in the 
primiparae was 29% hours; in the multi- 
parae 32% hours. These cases were further 
complicated by the fact that in two of the 
primiparae and in three of the multiparae, 
the membranes ruptured at the time of the 
onset of labor. 


PLACENTA PRAEVIA 


Over the period in which these total 
Cesarean section cases were studied, there 
were 28 cases of placenta praevia delivered 
at the Long Island College Hospital. Only 
4 of these cases came to Cesarean section. 
All other cases were considered potentially 
infected either by frequent vaginal examin- 
ations by attending physicians or mid-wives 
or from inadequate and unsterile packs 
hastily introduced before bringiing the pa- 
tient to the hospital. All manner of packing 
‘material was found in the cases; wads of ab- 
‘sorbent cotton; unsterile bandages; one pa- 
tient had been packed with a common soiled 
hand towel. Only 4 of the placenta prae- 
vias, at the time of their entrance into the 
hospital, were considered safe for abdom- 
inal section. 


Three of these patients were multiparae; 
one, a primipara. In each case the cervix 
was rigid and the canal not obliterated. One 
multipara’s condition was complicated by 
a mitral stenosis and Cesarean section was 
elected as much for the cardiac condition as 
for the placenta praevia. In each case the 
original hemorrhage had been profuse, the 
primipara’s hemoglobin at the time of opera- 
tion being but 20%, transfusion was done 
during the section. Only one patient had 
been examined vaginally previous to en- 
trance; none had been packed. There were 
no mortalities. 


Perhaps there is too much conservatism 
in cases of placenta praevia, with rigid cer- 
vixes and non-obliterated canals, to add as 
a further requisite, “clean cases.” However, 
we agree with Franklin Newell that “the 
great majority of cases of placenta praevia 
are best treated either by Braxton-Hicks 
version, or induction of labor by means of a 
large dilating bag, as soon as the diagnosis 
‘is made.” Twenty-four of our 28 cases were 
treated in that manner. 

PELVIC TUMORS 

Pelvic tumors often are so situated that 
delivery past them of a child at term is im- 
possible. Our series includes 6 such cases; 
5 with fibroid tumors of the lower uterine 
segment; 1 with an incarcerated ovarian 
cyst. With the fibroids of the lower uterine 
segment, we hoped that with the onset of 
labor the uterine contractions would draw 
them up out of the birth canal. In none of 
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these cases did this hoped for result occur 
even after allowing one patient to labor for 
36 hours. The uterine contractions were in 
every case weak and irregular as one would 
expect of a fibroid uterus. Three of the 
cases were followed by supra-vaginal hy- 
sterectomy ; 2 refused hysterectomy. 

The ovarian cyst incarcerated in the pelvis 
was approximately the size of a full-term 
fetal head. Upon entrance into the hospital 
the patient had been in active labor for 14 
hours. We attempted to lift the cyst out of 
the pelvis by knee-chest postures, but failed. 
Vaginal puncture of the cyst was suggested 
but not knowing the type of tumor, whether 
it might be dermoid or malignant, we de- 
cided that Cesarean section was the most 
conservative method of delivery. 

DECOMPENSATED CARDIAC CASES 

Cardiac disease, especially mitral stenosis 
and aortic lesions, present a grave complica- 
tion to pregnancy and labor. Six such cases 
are included in our series. Seen in the early 
months of pregnancy, the prognosis being 
so grave, therapeutic abortion might well 
have been considered. However, but one 
case in our series presented herself before 
full term. Four of the cases were diagnosed 
by the Internist as mitral stenosis; two, as 
aortic regurgitation. All were decompen- 
sated at the time of entrance to the hospital. 
One case was further complicated by a pla- 
centa praevia and one by a marked nephri- 
tis. One patient lived but 7 days after oper- 
ation; the other 5 were kept in bed from 5 to 
9 weeks before the internist pronounced a 
definite improvement in the cardiac condi- 
tion. 

Four other patients showed signs of a 
myocarditis following an acute infection 
and Cesarean section was suggested to re- 
lieve the patient of any strain on the heart. 
They were all multiparae and were allowed 
to go into labor with a gas-oxygen first stage 
and then were delivered by forceps as no 
signs of cardiac dilatation appeared. 

ECLAMPSIA 

Just what place has Cesarean section in 
I know of no 
one question that splits the obstetricians of 
the country more completely than that very 
question. At he outset may we state that 
we are on the side of the “conservatives” 
and therefore make very little use of Cesar- 
ean section in the treatment of eclampsia. 
In 39 cases of intra-partum eclampsia, Cesar- 
ean section was employed but 6 times. All 
of these cases were primiparae, not in labor, 
and getting worse under morphinization and 
eliminative treatment. 

We are discussing “Indications for Cesar- 
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ean section.” Many obstetricians believe 
that once eclamptic convulsions appear, the 
pregnancy should be terminated as quickly 
as possible. Therefore, they cannot advers- 
ly criticise our indications. The conserva- 
tives themselves advise Cesarean section in 
the type of case that we present, so we are 
safe again in our “Indications.” However, 
that far from settles the questions of the 
“Treatment of Eclampsia” which so defin- 
itely divides the “Radical” and “Conserva- 
tive” schools. 
MALPOSITIONS OF THE FETUS 


Two posterior face presentations were de- 
livered by Cesarean section. Both patients 
were primiparae and not under observation 
until labor was begun. The first patient had 
a funnel pelvis and with 10 hours of a dry 
labor had dilated the cervix but 2cm. The 
second patient had a funnel pelvis and had 
also ruptured the membranes at the onset of 
labor and after 11%4 hours of vigorous labor 
had but 4 cm. dilation of the cervix. Suffi- 
cient disproportion existed between the fetal 
head and the pelvis to warrant Cesarean 
section even had we successfully converted 
them to vertex presentations so late in labor. 
The babies weighed 3,880 gms. and 3,755 
gms. 

Nine cases of transverse presentaion are 
included in our series. Two of these cases 
occurred in patients that had a previous Ce- 
sarean section and will be discussed under 
that heading. Of the remaining seven, there 
was but one primiparae. This patient had 
been in labor 23 hours before entrance to 
the hospital, 20 hours of which were “dry.” 
The fetus presented as an R. Sc. A. and was 
firmly impacted. One multipara entered 
the hospital with a L. Sc. A. and a decom- 
pensated mitral stenosis. The remaining 5 
multiparae had been in labor many hours 
before entrance, all with membranes rup- 
tured, and two with prolapsed arms. De- 
capitation was our only alternative but as 
the fetal heart was still present, a “Beck 
Two-Flap, Low Incision, Cesarean” was de- 
cided upon. There were no maternal nor 
fetal mortalities. 

MALFORMATIONS OF THE UTERUS 

Malformations of the uterus limited them- 
selves in our series to “Uterus Bicornis.” 
The first case had been diagnosed at the 
time of a previous abdominal operation; the 
second, was diagnosed during labor; and the 
third, at the time the Cesarean section was 
done. 

The first case was an elderly primipara 
with a breech presentation and elective op- 
eration. The second case was in labor for 72 





hours without engaging the presenting part. 
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and with but 3 cm. dilation of the cervix, 
with the non-pregnant horn blocking the en- 
trance to the birth canal. The third case 
was complicated by a rachitic high assimi- 
lation pelvis, with 10 hours of dry labor and 
impending fetal asphyxia. 

In each case, the pregnancy occurred in the 
right horn, the left horn being enlarged by 
a sympathetic hypertrophy to the size of a 
3 months gravid uterus. 

PREVIOUS CESAREAN SECTION 


“Once a Cesarean, always a Cesarean?” 
In other words, is the danger of uterine rup- 
ture greater than the risk of repeated opera- 
tion? Concluding from the series of cases 
under observation “Temporary Indications” 
for Cesarean section such as placenta praevia 
and eclampsia form but a small percentage 
of cases. The vast majority might well be 
classified under the title “Permanent Indi- 
cations,” the original indication being prac- 
tically the same as the one for the second 
operation, the uterine scar from the first 
operation, presenting only an added compli- 
cation. 


Our series includes 6 cases -of previous 
Cesarean section. All had as their original 
indication “Contracted Pelvis.” To the 
original indication each case upon its en- 
trance to the hospital presented added com- 
plications. Examination showed two cases 
with transverse presentation; two. with 
breech presentation; two, with vertex pres- 
entations. Our conclusions were that if the 
first four patients had not been able to de- 
liver themselves with vertex presentations 
after a test of labor, little could be expected 
of them with the original indication com- 
plicated by breech and transverse presenta- 
tions. 


The two cases of vertex presentation were 
very interesting. The first had a post-oper- 
ative wound infection, the temperature 
being above 101 for 8 days. We were afraid 
that there might have been some uterine 
infection also and were afraid to trust the 
scar. The other case is a classic. At the 
age of 22, the patient had been delivered 
by forceps through a funnel pelvis of a 6 
pound male. Two years later she was de- 
livered by Cesarean section of an 814 pound 
female. Upon entrance to the hospital for 
her third delivery we consulted her previous 
record, estimated the size of the baby at 7 
pounds, and decided to give her a‘test of 
labor. The membranes ruptured early, 12 
of the 18 hours of labor being “dry.” Sud- 
denly with no apparent thinning out of the 
uterine scar, the patient went into shock. 
immediately laparotomy revealed the fetal 
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uterine scar. 
MORTALITIES 


Maternal Mortality—3 per cent. 

1. Eclampsia—lived 3 hours after operation. 

2. Pneumonia—following operation for pla- 
centa praevia. 

3. Hemorrhage—died 3 hours after operation. 
Primipara—48 hour dry labor before en- 
trance to hospital. 

‘Fetal Mortality—4 per cent. 


1. Premature—7% months. Decompensated 
Cardiac Case. Lived 12 hours. 
2. Premature—8 months. Decompensated 


Cardiac Case. Lived 3 days. 

3. Premature—8 months. Placenta Praevia 
Case. Lived 30 minutes. 

4. Full Term—Case of. large fibroid in pelvis. 
Fetal heart irregular before operation— 
passing meconium. Lived 1 hour. 





TOXEMIAS OF PREGNANCY INCLUD- 
ING PRE-ECLAMPSIA, ECLAMPSIA 
AND NEPHRITIS. INDICATIONS 
FOR AND METHODS OF 
ARTIFICIAL INTERRUP- 

TION OF PREGNANCY 


REUBEN PETERSON, M. D. 
ANN ARBOR, MICH. 

In a symposium such as this it is absolutely 
essential for each discussant to condense his 
remarks to the limit. At the best where 
a large subject is to be covered in such a short 
time, his remarks will be merely opinions 
somewhat dogmatically expressed, for he will 
have little time to defend such opinions. 

GENERAL CONSIDERATIONS ~ 

Since the subject is to cover artificial inter- 
ruption of pregnancy, necessarily the interests 
and possibly lives of two individuals, mother 
and fetus, will have to be considered. While 
theoretically the fetus from the moment of 
conception, is a separate individual life, and 
is entitled to consideration, as a matter of fact 
in the presence of grave maternal disease very 
little consideration is given to the fetus up to 
the time of viability, about the sixth and a half 
month of gestation. This rule of practice, 
while apparently ruthless and heartless so far 
as the product of conception is concerned, in 
reality is not so since experience has shown 
that nature herself is the great abortionist 
where the maternal organism is endangered 
and to protect that organism so that it can re- 
produce itself under more fortunate circum- 
stances, empties the uterus. This does not 
mean that the physician should artificially ter- 
minate pregnancy at any period of gestation 
without good and sufficient reason, that is, 
preservation of the life of the mother, but it 
does mean that there are two periods of gesta- 
tion which so far as interruption of pregnancy 
is concerned must be considered differently. 
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The first period, before fetal viability, may 
mean that the chances of the survival of the 
fetus are so small that they should be given 
scant consideration in comparison with the life 
of the mother. If the danger arises during the 
second period, while ever bearing in mind that 
the mother is to be saved first, the chances of 
the survival of the fetus have improved from 
the fact of its longer intrauterine existence, 
hence it should be given more consideration 
than in the earlier. gestation period. 


In reality the whole discussion of this part 
of the symposium hinges upon the above. If 
the fetus had no rights and the uterus could be 
emptied without injury to the mother, thereby 
improving her toxemic state, in every case 
pregnancy would be terminated. But the fetus 
does have rights. These rights for existence 
the physician will fight for up to the point 
where the mother’s life will be endangered by 
the contest. Then he stops and decides for the 
mother as against the fetus. As a matter of 
fact, this whole symposium, consciously or un- 
consciously, is for the purpose of determining 
how long we can, in toxemia, battle for the lives 
of both mother and fetus; when, if the fight is 
going against us we should empty the uterus 
and how, so that at any rate the mother may 
be saved and the fetus as well, provided the 
minimum damage be inflicted upon the maternal 
organism. 

NEPHRITIS 

This is a comprehensive word meaning any 
inflammation of the kidney, either acute or 
chronic. Obviously any form of nephritis may 
complicate pregnancy, that is, manifest itself 
after the woman has become pregnant. Again, 
the woman already suffering from nephritis 
may conceive. In counter-distinction to eclamp- 
sia, nephritis may be a complication in the early 
months of pregnancy, placing the problem of 
treatment in another category from that of 
eclampsia which rarely occurs before the sixth 
and one-half month of pregnancy, or in other 
words, before the age of viability. 


Acute nephritis is a rare complication of 
pregnancy. Whatever may be its cause, expo- 
sure to cold, poisoning, contagious diseases, 
et cetera, the patient should be treated conser- 
vatively in bed and tided over the acute ais- 
ease if possible, rather than to empty the uterus 
if this procedure can possibly be avoided. This 
applies to all stages of gestation, since it is 
felt that the shock, trauma and their effects 
upon the kidney should be avoided if possible. 
On the other hand, if appropriate medical 
treatment is of no avail and the pregnant pa- 
tient with acute nephritis is progressively get- 
ting worse as shown by increasing albumin, 
casts, anasarca, heart involvement, high blood 
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pressure, et cetera, the uterus must be emptied 
by the method entailing the minimum shock. 
CHRONIC NEPHRITIS 

Since women with chronic disease of the kid- 
neys, in spite of all admonitions, marry and 
render themselves liable to pregnancy, the 
physician will often be called upon to decide 
the question at all stages of pregnancy whether 
the uterus should not be emptied to save the 
life of the mother. The determining factors in 
arriving at a decision for or against artificial 
interruption of pregnancy will be the severity 
of the kidney lesion at the time of the occur- 
rence of pregnancy and the progress of the dis- 
ease under treatment. When the disease is 
mild in form and its progress slight, in case 
the patient can be kept under close observation, 
there is no call to interrupt pregnancy in any 
period of gestation. The uncertainty of suc- 
cessfully holding the disease in check, under 
the strain of pregnancy and the poor chances 
of the fetus as pregnancy advances inclines 
one to empty the uterus early in all except mild 
cases of the disease. The exception to this 
rule is where the mother is extremely anxious 
to bear a child and insists upon taking the risk 
after all the facts have been clearly explained 
to her. 

In case it be decided to await the results of 
treatment and tide the woman over to the pe- 
riod of the child’s viability, experience and 
prudence would urge us to interrupt pregnancy 
at the very earliest period compatible with se- 
curing a live baby. This is because interference 
with placental circulation resulting in separa- 
tion of the placenta and fetal death with grave 
menace to the life of the mother is increas- 
ingly dangerous as term is approached. 

ECLAMPSIA 

For all practical purposes the word eclampsia 
means an attack characterized by convulsions. 
In other words, the maternal organism is so 
overwhelmed by certain poisonous substances 
that the higher nerve centers respond to the 
irritation in the shape of convulsive movements. 
While in most instances the severity and num- 
ber of the convulsions are a very good index 
of the extent of the poisoning, this is not al- 
ways true, for the patient may die after one, 
or survive after one hundred convulsions. 
Again one patient with a moderate degree of 
poisoning will have a number of convulsions, 
while another individual with a far greater de- 
gree of intoxication so far as can be deter- 
mined by clinical laboratory tests, will not re- 
spond to the poisoning in the shape of a con- 
vulsion. 

Still the convulsive seizure is the signal that 
the organism is poisoned and that the poison 
must be eliminated, else the patient will per- 
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ish. How best can this elimination be accom- 
plished? I do not propose here to discuss the 
reasons for my belief, for I have neither the 
time nor inclination to open up the time-old 
discussion. I will, however, state because it 
has a direct bearing upon the subject of the 
symposium, that in the presence of antepartum 
eclamptic convulsions the sooner the uterus is 
emptied the better off will be the patient. Even 
the advocates of medicinal or conservative 
treatment of eclampsia do not disagree with 
this statement, else to be logical they would 
try to prevent the expulsion of the fetus by 
natural forces. What the opponents of opera- 
tive measures in the treatment of eclampsia 
claim is that the medicinal! treatment of eclamp- 
sia gives better results than does the emptying 
of the uterus by operative measures. Under 
some circumstances this may be true, but it 
certainly is not the case under other conditions. 


I have always warned against excessive 
trauma in the treatment of eclampsia. The poor 
results of the operative treatment of eclampsia 
were and are due to bad judgment and poor 
operative obstetric technique in attempts at 
emptying the uterus. The poor judgment came 
in delaying the interruption of pregnancy until 
the last resort and in selecting the wrong type 
of operation for particular cases. The poor ob- 
stetric technique consisted in prolonged opera- 
tions on patients with vitalities lowered by pro- 
found intoxication. No wonder the results of 


the operative treatment of eclampsia were so 
bad. 


The problem of the physician called upon 
to treat a patient with antepartum eclampsia is 
simple enough even if its solution may be diffi- 
cult. The eclamptic seizures are due to a ma- 
ternal poisoning brought on by the presence 
of the living fetus within the uterus. So long as 
this fetus remains in utero toxins will be formed 
unless the process can be combatted by medic- 
inal treatment. If the fetus can be removed 
without too much trauma and the medicinal 
treatment continued whereby the poison can 
be eliminated the patient will recover. If the 
patient be overwhelmed by the eclamptic poi- 
son she will die whether the treatment be 
medicinal, operative, or both. 

In intrapartum eclampsia the obstetrician 
has the same object in view, the early empty- 
ing of the uterus, but. nature is aiding him and 
so long as nature is not too slow, the patient 
is not becoming worse, there is no objection to 
waiting for uterine pains to empty the uterus. 
The obstetrician, however, must stand ready to 
assist nature by the appropriate operative pro- 
cedures in cases of need. 

PRE-ECLAMPSIA 
It is very difficult to define this word accu- 
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rately. The nearest we can get to it is to say 
that it is a condition of the pregnant woman 
where laboratory and clinical tests show a 
poisoning or intoxication which bids fair to 
end in convulsions, unless the condition can 
be remedied. 


Under this definition any pregnant patient 
with symptoms of intoxication as shown by 
laboratory and clinical tests is a prospective 
eclamptic patient. If, in spite of eliminative 
treatment the intoxication grows worse, a time 
will come when it is bound to be a true eclamp- 
sia. Hence the relation to emptying the uterus 
is very definite. For the physician the diffi- 
culty lies in determining just when to interfere 
and empty the uterus in any stage of pregnancy 
when eliminative treatment fails. 


When, in spite of treatment, the albumin, 


casts and blood urea are increasing, when the 
blood pressure is rising, when the anasarca is 
more pronounced and the same can be said of 
headache and eye symptoms, personally I do 
not hesitate, but proceed to empty the uterus 
in a manner most appropriate for the particu- 
lar case. Just as in hyperemesis gravidarum 
I have never regretted active treatment, but 
have been disappointed in the results of delay 
and procrastination until the pre-eclamptic con- 
dition changed into true eclampsia. 
METHODS OF ARTIFICIAL INTERRUPTION OF 
PREGNANCY IN THE TOXEMIAS OF PREGNANCY 
I take it that principles and not details of 
methods are to be discussed. If it be decided 
to empty the uterits to save the life of the 
mother before the age of viability of the fetus 
that method should be chosen which will result 
in the least shock to the patient whose body is 
already greatly below par due to toxicity 
brought about or augmented by pregnancy. Be- 
fore the second or third month cervical dilata- 
tion and the curette will usually prove satisfac- 
tory as the products of conception can be re- 
moved by this method quickly and thoroughly. 
In the presence of a rigid cervix even in thees 
early cases, one should not hesitate to make use 
of anterior hysterotomy rather than to prolong 


the operation in an attempt to dilate a rigid 


cervical canal. So far as the anesthetic is con- 
cerned, short ether anesthesia is well borne in 
our experience. Gas anesthesia is preferable, 
however, if the operation bids fair to continue 
more than twenty minutes, especially when the 
kidneys are much involved. 


It must be borne in mind that all operative 
procedures upon patients profoundly poisoned 
by non-elimination may be followed by sepsis, 
necessitating more than the ordinary aseptic 
precautions. Many of the bad results in the 


class of cases under consideration come from 
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sespis which the normal obstetric patient can 
easily overcome. 


In the second half of pregnancy the type of 
yperation selected for emptying the uterus will 
depend upon a number of factors, maternal and 
fetal. As a general proposition, just as in the 
early cases, the operative procedure entailing 
the least trauma and shock should be selected. 
If the toxic condition be not too profound 
there can be no objection to starting up labor 
with bougie or bag, although usually when in- 
terference has been decided upon the patient 
is in too serious a condition to place reliance 
upon slow methods. With a multiparous easily 
dilatable cervix manual dilatation terminated 
by version or forceps may be indicated. How- 
ever, in the case of primiparae better results 
will follow abdominal Cesarean or vaginal hys- 
terotomy. One must not lose sight of the fact 
that the eclamptic poison is apt to affect seri- 
ously the fetus, so that prolonged manipula- 
tion from below may result in a dead baby, 
which might have been saved by extraction by 
the abdominal route. 


In the presence of convulsions abdominal 
Cesarean is the operation of choice unless the 
birth canal is easily dilatable and extraction 
likewise easy. Of course, it is the only pro- 
cedure if eclampsia be complicated by con- 
tracted pelvis. If the above operation be per- 
formed before or soon after the first eclamp- 
tic convulsion, there will be more mothers and 
babies saved than after any other method. 

Finally, each case must be judged by itself 
after taking into consideration the degree of 
intoxication, the condition of the mother’s birth 
canal and the size and condition of the child. 
If the latter can be saved by a certain kind of 
operation without prejudice to the mother, it 
is only fair that this be the operation of choice. 
However, the mother’s life is always paramount 
if one must choose between her and the child. 
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JOHN N. BELL, M. D., F. A. C. S. 
DETROIT, MICH. 


Vomiting of pregnancy is one of the most 
perplexing conditions the obstetrician is called 
upon to treat. No doubt the above statement 
has been written or spoken a thousand times 
and yet it is as applicable today as when first 


uttered. : 
INCIDENCE 


Probably 50 per cent of all pregnant women 
are nauseated or vomit sometime during their 
gestation, but the true pernicious type of vom- 
iting is comparatively rare. In a series of 
1,154 pregnancies in the Rotunda Hospital. 
only one case of true pernicious vomiting was 
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recorded. Reliable statistics on this subject 
are difficult to obtain as many cases of the 
neurotic type are undoubtedly classed as per- 
nicious. 

In Harper Hospital, during the year 1921, 
there were 11 cases diagnosed as vomiting of 
pregnancy, admitted. Of these, five were 
aborted instrumentally shortly after admission. 
Four recovered under conservative treatment 
and one left the hospital partially cured. 

In the Obstetric Department of Providence 
Hospital, for the past three years, the incidence 
was as follows: In 1919, of 1,157 cases admit- 
ted, there were 4 cases of pernicious vomiting 
with one death. In 1920 there ‘were 1,525 
cases admitted, 2 cases of pernicious vomiting, 
no deaths. In 1921 there were 1,172 cases ad- 
mitted, 5 cases of pernicious vomiting, no 
deaths. 

Judging from my own experience and avail- 
able statistics in the medical literature it would 
seem that an incidence of one-eighth of one 
per cent would be about the proper figure for 
the pernicious type of vomiting. 

CLASSIFICATION OF TYPES 

The usual classification into reflex, neurotic 
and toxic may be simplified by omitting the 
reflex type, thus classifying all cases under the 
terms neurotic or toxic, as it has been ob- 
served by almost every obstetrician of experi- 
ence that the correction of displacements of the 
uterus, dilating the cervical canal, injecting the 
cervix with cocaine solutions or spraying the 
nasal mucosa with cocaine solutions and other 
attempts at removing the supposedly reflex 
cause of the vomiting does not always bring 
about a cure, while those cases that do respond 
to such treatment probably do so because of 
the psychic influence upon the patient brought 
about by the manipulations employed in giving 
the treatment. 

It would therefore seem advisable to classify 
all the so-called reflex types under the term, 
neurotic. 

ETIOLOGY 

The theories as to the cause of vomiting of 
pregnancy are about as numerous as the papers 
that have been written on the subject. 

It has, however, been pretty definitely estab- 
lished there is a toxin of some character gen- 
erated in the blood of the foetus or mother or 
possibly in the placenta, but this substance, 
whatever it may be, has not yet been isolated. 

That a disturbance of the endocrine balance 
may be a factor in producing this condition is 
substantiated by the theory offered by Williams 
that during the first three months of gestation 
when there is no absorption into the mother’s 
blood of the corpus luteum vomiting is most 
pronounced. 


HYPEREMESIS GRAVIDARUM—BELL 


147 


It has also been demonstrated there is a de- 
ficiency of secretion from the adrenals and the 
administration of adrenalin has a curative ef- 
fect, thus further substantiating the theory of 
a defect in the endocrine balance. 

PATHOLOGY 

From autopsies of fatal cases it has been 
found there is a necrosis of the central portion 
of the lobules of the liver in most cases, while 
in others a fatty degeneration has taken place. 

In the kidneys the most characteristic change 
is a degeneration of the convoluted tubules 
with necrosis of the epithelium. 

The urine shows a marked increase in the 
ammonia co-efficient and Williams is of the 
opinion that this may be brought about largely 
through the extensive destruction of liver tis- 
sues interfering with normal protein metabol- 
ism thus eliminating ammonia and other incom- 
pletely oxidized substances instead of urea. A 
similar condition of the urine may, however, 
be due to starvation alone so that the high am- 
monia co-efficient test tells us the patient is 
either being starved or poisoned, and nothing 
more. 

The blood in the toxic type of hyperemesis 
shows a definite increase in the non-protein 
nitrogen, also an increase in uric acid, so that 
we are now able to make a positive differential 
diagnosis between the neurotic and toxic types, 
in the former there is no increase in uric acid 
or non-protein nitrogen of the blood. 

There is also a hemorrhagic tendency in per- 
nicious vomiting of pregnancy, bleeding from 
the gastric mucosa and serous cavities and 
petechia being commonly observed. 

TREATMENT 

There are two factors absolutely necessary 
to successful treatment. The first is prompt 
removal of the patient from all association with 
sympathetic and anxious relatives. The second 
is securing the services of a competent nurse. 
The removal of the patient to the hospital is 
greatly to be desired. Not infrequently this 
will be all that is necessary in the neurotic type. 

The room should be. well ventilated and 
quiet. Enough sedatives to produce sleep 


- should be used preferably in the form of bro- 


mide and chloral administered per rectum. 
Since through careful examination of the 
blood we are now able to make a positive diag- 
nosis between the neurotic and toxic types, the 
outlook for successful treatment is decidedly 
more promising, and it is the belief of the 
writer that, even in the toxic types, where the 
recognized treatment formerly was prompt 
evacuation of the uterus we can now hope for 
more cures from conservative treatment, be- 
cause of the fact that we can early determine 
whether or not the case is of toxic type. 
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To attempt an enumeration of the many 
methods of cure that have been ‘suggested and 
recommended would be a waste of time. 

The following, however, may serve as a guide 
to present day treatment in the average case. 

Isolation of the patient, a competent nurse 
in attendance, withdrawing of all nourishment 
for 24 hours. Thorough flushing out of the 
colon twice daily, with a gallon or two of water 
in which sodium bicarbonate, (an ounce or 
two), has been dissolved. 

Following the morning colon flush a nutrient 
enema consisting of eight or ten ounces of a 
five per cent glucose solution in which a dram 
of sodium bicarbonate is dissolved should be 
administered three or four times daily. To the 
last nutrient enema at night, twenty grains of 
chloral and thirty to sixty grains of sodium 
bromide may be added in order to produce 
sleep. 

Corpus luteum extract should be adminis- 
tered one ampoule dajly injected deeply into 
muscle tissue. In severe cases with marked 
dehydration of the tissues an intravenous in- 
jection of eight or ten ounces of five per cent 
sterile solution of glucose should be adminis- 
tered daily, while the blood pressure, if low, 
may be improved by the hypodermic adminis- 
tration of five minims of the 1-1000 adrenalin 
solution. 

If, after two or three days of such treatment, 
the patient does not improve and the vomitus 
becomes bile stained or of the coffee ground 
type, the urine output less, and more concen- 
trated, the blood pressure falling—the uterus 
should be emptied. 

ARTIFICIAL TERMINATION OF THE PREGNANCY 


In multipara, where the cervix is short, 
soft and easily dilatable the packing of a piece 
of sterile gauze in the cervical canal will usu- 
ally start expulsive pains.. If the products of 
gestation are not thrown off at the expiration 
of 24 hours, dilatation may be completed with 
the gloved finger or dilating sounds, the sac re- 
moved with a placenta forceps, and an ampoule 
of pituitrin administered hypodermically. 


In primapara, where the cervix is long and 
firm it is our habit to do a modified hystero- 
tomy by making a transverse incision at the 
bladder margin on the anterior uterine wall, 
stripping the bladder up just a little, making 
an incision through the anterior lip of the cer- 
vix as far as the internal os and removing the 
gestation sac as before. 

We always use gas and oxygen for anes- 
thesia, preceded by one-eighth grain of mor- 
phine and one-one hundred and fiftieth grain 
of atropine. 

As some of these patients are in a very weak- 
ened condition it is advisable to follow the 


operation with rectal feeding consisting of 
eight or ten ounces of five per cent glucose so- 
lution every four hours for a day or two. 

In extreme cases of toxic type where the 
patient is markedly dehydrated, the veins col- 
lapsed, and rectum intolerant, it might be ad- 
visable to introduce a five or ten per cent solu- 
tion of glucose directly into the peritoneal cav- 
ity through a canaula, as large quantities could 
be rapidly administered in this way. 

The writer has never had occasion to resort 
to this, but can see no objection to the method, 
and would suggest that it be given a trial in 
suitable cases. 
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The effect of pregnancy upon the heart, nor- 
mal and diseased, has been in recent years the 
subject of a great deal of discussion. That 
pregnancy does not cause demonstrable hyper- 
trophy of the normal heart is now quite gen- 


erally admitted. The most accurate studies 


of the ratio of the heart muscle weight to the 
body weight and of the relative weights of the 
various cardiac chambers, such as the studies 
of Muller, have failed to show that the heart 
of the pregnant or parturient woman differs 
in its weight relations from the hearts of other 
normal subjects. That pregnancy increases 
the work of the heart, however, is scarcely to 
be doubted. Theoretically, the increased body 
weight and the increase in blood flow demanded 
by the growth of the uterus and placenta must 
increase the expenditure of energy by the heart 
muscle; and besides these there are other less 
easily evaluated factors, such as the restriction 
of the movements of the diaphragm and the dis- 
placement of the heart, which are not without 
influence upon the circulation. Lastly, we know 
that in women with heart disease symptoms of 
cardiac weakness often appear during preg- 
nancy for the first time, and it is logical to 
attribute these to increased demands upon the 
heart. 


By far the greatest burden which the heart 
of the pregnant woman must bear, however, is 
not imposed by the pregnancy itself, but by 
its termination, labor. The tremendous and 
prolonged muscular exertion of labor, the cir- 
culatory changes that take place during it, and 
the liability to hemorrhage and to infection fol- 
lowing it; all of these make demands upon the 
heart unknown to the ordinary activities of 
life and subject it to dangers that would not 
otherwise be encountered. 

To decide in a given case of heart disease 
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whether the patient is to be advised to avoid 
pregnancy, or whether when pregnancy has oc- 
curred it is to be interrupted, is indeed a diffh- 
cult question. The factors that must be taken 
into consideration are so numerous and so diff- 
cult to assess that it is hard to formulate sim- 
ple rules that may be safely followed and we 
shall not attempt to do so here. We shall limit 


ourselves, therefore, to the discussion of some 


~ 


of the general principles that must be borne 
in mind. 


We may first examine briefly some of the 
statistical studies relating to the dangers: of 
pregnancy and labor in women with heart dis- 
ease that have been published. The incidence 
of heart disease in pregnant women does not 
differ materially from its incidence in the gen- 
eral population between age limits similar to 
those of the child-bearing period. It is esti- 
mated at from 1.5 to 2.5 per cent. Great care 
must be used in collecting statistics to avoid 
including cases with accidental murmurs which 
are present in at least 50 per cent of pregnant 
women, and to avoid mistaking the displace- 
ment of the heart which takes place in the 
later months of pregnancy for cardiac enlarge- 
ment. Only about one in five women with 
heart disease shows symptoms of cardiac weak- 
ness during pregnancy and only about one in 
ten develops well-marked signs of cardiac fail- 
ure. Approximately 80 per cent, therefore, 
pass through pregnancy and labor without 
greater inconvenience than normal individuals 
experience. The maternal mortality is about 
1 or 2 per cent and the cardiac fatalities occur 
almost exclusively in those who have suffered 


- from symptoms of cardiac weakness before 


~ 


pregnancy. The fetal mortality is high in those 
who develop heart failure, rising in cases with 
severe failure to 40 per cent. (Kellog). When 
severe heart failure develops, the chance of ob- 
taining a living child is not sufficiently great, 
therefore, to justify subjecting the mother to 


the great risk entailed by allowing pregnancy 
to continue. 


In dealing with any case of heart disease 
there are three questions which must be an- 
swered: (1). What is the cause of the heart 
disease, and is it still operative? (2). What 
structural changes have taken place in the 
heart? (3). To what extent has the func- 
tional capacity of the heart been impaired? The 
chief importance of the structural changes lies 
in the light that they may throw upon the na- 
ture of the underlying process. The principal 
causes of heart disease are: rheumatic fever 
and its allies, syphilis, arteriosclerosis, chronic 
nephritis, hypertension, and toxic  goitre. 
Rheumatic heart disease is, however, the only 
type that is at all comimon during the child- 
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bearing period. The patient usually gives a 
history of rheumatic fever, chorea, myositis, 
growing pains, or tonsillitis. The typical lesion 
is mitral stenosis, although mitral insufficiency 
alone may be present; myocardial changes are 
invariably present and pericardial adhesions 
are not uncommon. We are just beginning to 
learn that the infection which gives rise to 
rheumatic fever and its allies is a very persis- 
tent one. Repeated attacks are common and 


the infection may remain latent for long pe- 
riods of time. 


Should a young woman with rheumatic heart 
disease marry and subject herself to the risks 
of pregnancy? If signs of active infection 
have been absent for several years and the 
functional capacity of the heart is not impaired 
the answer may be left entirely to the patient 
herself ; she should be told, however, that the 


rearing of a large family will probably shorten 
her life. 


When it is a question of interrupting preg- 
nancy the decision must depend almost entirely 
upon the functional capacity of the heart, and 
upon the presence or absence of active infec- 
tion of the heart itself. We feel that preg- 
nancy should be interrupted in all cases in 
which it is certain that there is an active endo- 
carditis, myocarditis, or pericarditis, on the 
principle that in such cases the work of the 
heart should be reduced to the absolute mini- 
mum. When no active cardiac infection is 
present the functional capacity of the heart is 
the decisive factor. No abnormal physical sign 
whether it be a displaced apex beat, a modified 
heart sound, or a cardiac murmur, is by itself 
sufficient justification for the interruption of 
pregnancy. The same may be said of the car- 
diac arrhythmias with the possible exception of 
persistent auricular fibrillation with tachycar- 
dia. 

How shall the functional capacity of the 
heart be estimated? No adequate idea of the 
ability of the heart to maintain the circulation 
can be gained by examination of the heart it- 
self. We must depend upon symptoms and 
signs displayed by other organs. The chief 


symptom of cardiac weakness is exaggerated \: 


breathlessness on exertion. Dyspnoea on exer- 
tion may be attributed to the heart when the 
heart is abnormal and when no other cause for 
dyspnoea can be found ; it may not be attributed 
to the heart in young people when no cardiac 
disease can be demonstrated. Another im- 


portant symptom of cardiac weakness is sub-v¥: 


sternal pain, but this is not common in those 
types of heart disease which occur in early 
adult life. More advanced cardiac weakness 
gives rise to rales at the bases of the lungs, to\ 
engorgement of the veins of the neck, to an en- | 
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larged and tender liver, to albuminuria, and 
finally to edema of the dependent type. The 
diagnosis of cardiac weakness 1s somewhat 
complicated in pregnancy by the occurrence of 
edema as a result of pressure upon the abdomi- 
nal veins and by the breathlessness, usually of 
minor degree, caused by limitation of the 
breathing space. When the heart is abnormal 
and when the symptoms are out of proportion 
to those which usually occur at the stage of 
pregnancy under consideration, a diagnosis of 
cardiac weakness may safely be made. 

It is unfortunate that we have no adequate 
simple method of measuring the functional ca- 
pacity of the heart. At present the determina~ 
tion of the vital capacity is the most promising 
test that we have, and a careful study of the 
vital capacity during pregnancy in women with 
and without heart disease would be of great 
value. Simple exercise tests are sometimes 
useful in estimating the cardiac reserve. Ac- 
cording to Pardee, a normal pregnant woman 
can swing a ten-pound dumb-bell twenty times 
without distress and with only a slight sense 
of breathlessness. The dumb-bell is held in 
both hands and is swung once every two sec- 
onds from as near the floor as the patient can 
conveniently reach to as high as she can reach 
above the head. Caution is needed in applying 
such tests; if distress develops the test should 
be stopped. 

It has been pointed out that most of the car- 
diac fatalities in pregnancy occur in patients 
who suffered from cardiac weakness before 
pregnancy began. Almost all of the remainder 
occur in those who develop heart failure during 
pregnancy. A certain number of these pa- 
tients will, if kept in bed and treated with digi- 
talis, recover and go through labor without seri- 
ous mishap. In some instances the symptoms 
are not maximal during labor, but curiously 
enough, several hours later after the strain -is 
passed ; in such cases harm that labor has done 
is not realized until it is too late. With these 
facts and the high fetal mortality in mind it 
seems unwise to subject any patient with heart 
failure to the strain of labor. We feel per- 
sonally that pregnancy should be interrupted 
whenever definite heart failure develops, pre- 
ferably by a method which will allow of sterili- 
zation at the same time. A patient who has 
once developed heart failure during pregnancy 
is unlikely to pass through a subsequent preg- 
nancy without serious injury. 


A great deal has been written about the seri- 
ousness of mitral stenosis in pregnant women; 
some physicians recommend the interruption of 
pregnancy as soon as this valve lesion is rec- 
ognized. It is true that most of the fatalities 
occur in cases of mitral stenosis; thus Fromme 
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found that although this lesion was present in 
only 28 per cent of his cases, it occurred in 
75 per cent of the fatal cases. These figures 
mean only that mitral stenosis is more serious 
than mitral insufficiency, which is the only other 
common valve lesion in the child-bearing pe- 
riod ; thus in 113 cases of heart disease in preg- 
nant women collected by Kellog, there were 54 
cases of stenosis or of stenosis and insuffi- 
ciency combined and 52 cases of mitral insuffi- 
ciency alone. Mitral stenosis is more serious 
only because it is more likely to be associated 
with heart failure. It is probably not more 
serious than aortic regurgitation, but in preg- 
nant women it is much more common. Mitral 
insufficiency, that is to say, a systolic murmur 
at the apex accompanied by slight cardiac en- 
largement, is of very uncertain significance. 
There are many other phases of the subject 
under discussion that lack of time compels us 
to pass by. The question of whether or not 
pregnancy shall be interrupted: is a question 
oncerning which the patient has a great deal 
to say. If she is intelligent it is perhaps best 
to explain to her the exact situation and the 
risks involved; it is for her to decide whether 
she desires a child sufficiently to take the risk. 
The economic and social status of the patient 
is not without its influence; the situation for 
a childless wife whose economic condition is 
such that a long convalescence is possible and 


to whom the rearing of a child will not mean | 


increased physical exertion for a long period 
of time is quite different from that of the 
mother of several children, each one of which 
means a permanently added burden for a dam- 
aged heart. 





CONTRACTED PELVES AND OTHER 
SERIOUS MATERNAL DEFECTS 
REQUIRING ARTIFICIAL 
TERMINATION OF 
PREGNANCY 


H. H. CUMMINGS, M. D., F. A. C. S. 
ANN ARBOR, MICH. 


The most common indication for artificially 
terminating pregnancy is a contracted pelvis. 
In this discussion only the types of contrac- 
tions met frequently will be considered; these 
are namely, the generally contracted pelvis, the 
flat pelvis, the architis pelvis and the funnel 
pelvis. The generally contracted or justo 


minor pelvis closely resembles the normal in 
shape, but all of its diameters are shortened. 
The obstetrical patient of small or childlike 
stature often has a generally contracted pelvis, 
but this observation alone is not sufficient to 
make the diagnosis as many women of small 
stature have large roomy pelves. 


Besides the 
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generally contracted pelvis, other evidences of 
hypoplasia are present such as, small breast, 
a long thorax, small vulva and undersized ex- 
ternal genitals. 

A pelvis contracted only in its antero-pos- 
terior diameter is classed as a flat pelvis, while 
some authors claim that all flat pelves are 
rachitis in origin, other signs of this disease 
are often lacking. The external and diagonal 
conjugates show this contraction. The promon- 


tory is pushed forward, giving the pelvic inlet 


a kidney shape. The other diameters of the 
inlet and outlet may be unchanged. Williams 
found in a series of 26 cases the average ex- 


: — . 
ternal conjugate or Baudelocque’s dimension 


to be 18 centimeters. 


The rachitic pelvis may be of the generally 
contracted or flat type, or it may be so marked 
as to resemble an osteomalacia. The antero- 
posterior diameter is always encroached upon 
by the promontory, there is a marked lordosis 
and sometimes a false or second promontory 
can be palpated. This is produced by a crowd- 
ing forward of the first sacral vertebra. In ad- 
dition to these findings, the sacrum and coccyx 
show some very definite diagnostic signs. The 
anterior surface may be convex instead of the 
usual concavity; the sacrum is broader later- 
ally and is usually bent upon itself in the region 
of the third sacral vertebra, causing the coccyx 
to be projected forward at the outlet. Oc- 
casionally the sacrum, instead of bending upon 
itself, may be almost straight and the coccyx 
carried backward. In the severer forms the 
pelvis is not only deformed in its antero-pos- 
terior aspects, but laterally, giving rise to a de- 
formity nearly as marked as in osteomalcia. 
Contraction of the outlet is to be expected in 
lumbo-sacral kyphosis and in many cases of 
generally contracted pelvis, but a very frequent 
outlet contraction is produced by the presence 
of six vertebrae in the sacrum. Williams be- 
lieves that about 44 per cent of contractions in 
white women are of this type. Where the dis- 
tance between the tuberosities of the ischii is 
eight centimeters or less, Williams classifies 
the pelvis as a funnel. The contraction may 
be in the antero-posterior diameter of the out- 
let as well as laterally or both diameters may 
be shortened. The pubic arch, instead of be- 
ing a right angle or greater, is narrowed. Out- 
let pelvimetry is so often neglected that the 
physician finds, to his sorrow, a fetal head on 
the floor and not advancing properly, cannot 
be easily delivered, because the outlet is con- 
tracted. Undoubtedly many difficult low for- 
ceps operation with extensive tears, third de- 
gree lacerations, fractures of the coccyx, and 
serious damage or loss o the child can be ex- 
plained by this type of outlet contraction. The 
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diagnosis is not difficult and will be illustrated 
later by lantern slides. 


Two important measurements give one the 
best knowledge of inlet contractions. The ex- 
ternal conjugate, measured from the depres- 
sion beneath the spine of the last lumbar ver- 
tebra, to the anterior and upper margin of the 
symphysis pubis, (found approximately in fat 
women, by putting the first and third finger tips 
in the dimples of Michaelis’s rhomboid and ex- 
tending the second finger as far as possible, the 
point touched by the second finger tip cor- 
responds quite accurately to the depression be- 
low the last lumbar spine.) Williams draws 
the following conclusions from the measure- 
ment of the external conjugate: ‘When the 
former measures between 20 and 21 centime- 
ters, the conjugate vera will rarely be found to 
be shortened ; when, however, it measures be- 
tween 18 and 19 centimeters, the conjugate 
vera is shortened in about one-half of the 
cases ; and when it is below 17 centimeters pel- 
vic contraction is almost uniformly present.” 


The second important measurement is the 
diagonal conjugate. This is measured by intro- 
ducing two fingers of the right hand into the 
vagina, palpating the promontory with the tip 
of the second finger and marking the point on 
the index finger where the lower border of the 
symphysis pubis touches it. On withdrawing 
the hand the diagonal conjugate reading is 
taken with a pelvimeter, measuring from the 
tip of the second finger to the mark on the in- 
dex finger. By deducting 114 to 2 centimeters 
from this measurement we have approximately 
the true conjugate. 

Of course, we all know that this whole sub- 
ject of pelvimetry is relative, and that several 
important factors play a part in a successful or 
unsuccessful delivery of a child even when the 
inlet is contracted. The degree of moulding of 
the head, the size and the position of the child, 
the rigidity of the cervix, the strength of the 
labor pains, and the muscular tone of the pelvic 
structures are still important factors in labor, 
but several fairly definite conclusions may be 
reached by pelvimetry. When the true conju- 
gate measures 5 centimeters or less, delivery 
must be accomplished from above, unless the 
child is decided premature. Eyen a dead child 
after craniotomy cannot safely be delivered 
through an inlet with this measurement. Here 
we have an absolute indication for Cesarean 
section. With a true conjugate measuring be- 
tween 5 to 7%4 centimeters the delivery of a 
living child at full term is almost impossible ; 
however, a dead child, after craniotomy, may be 
delivered through this pelvis. This degree of 
contraction is best managed by Cesarean sec- 
tion, providing the following conditions are ful- 
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filled, as stated by Newell in his recent book: 
(1) “The child must be alive and in good con- 
dition. (2) The patient must be in good con- 
dition and her chances must not have been 
compromised by the exhaustion of a long labor, 
by repeated vaginal examinations, or by pre- 
vious attempts at pelvic delivery. In addition 
the membranes must not have been ruptured 
for more than a few hours. (3) The patient 
‘must be under proper conditions to warrant the 
performance of a major operation.” 

Where the true conjugate measures between 
75 to 8.5 centimeters in a flat pelvis and 7.5 to 
centimeters is a generally contracted pelvis, 
Cesarean section becomes an elective procedure. 
This class of obstetrical patient calls for the 
physician’s best judgment and skill, for many 
wiil deliver themselves spontaneously, or aided 
bv a mid or low forceps operation. Undoubtedly 
the two-flap, low incision Cesarean section as 
advocated by Beck, gives us greater leeway 
with these cases. Here properly a test of labor 
may be used, many times to advantage. What 
is a proper test of labor in moderate degree of 
pelvic contractions ? With the membranes in- 
tact. if after four or five hours of active labor 
the head does not come down below the lower 
border of the symphysis pubis, it is fair to 
judge that the labor will not progress normally 
and that delivery from below will be accom- 
plished only with great difficulty and with con- 
siderable danger to mother and child. When a 
woman with a moderate degree of contraction 
has had one or more unfortunate experiences 
in labor, an elective Cesarean section is the 
proper procedure. 


No one will deny that Cesarean section has 
its place in dealing with contracted pelves, but 
the ease with which it can be performed, com- 
pared with forceps and other operative deliv- 
eries by way of the vagina, has lead to the 
abuse of this operation. The physician who 
resorts to a Cesarean section to get himself 
out of many difficult obstetrical situations, is 
not doing good obstetrics, for the welfare of 
his patient is not paramount. One Cesarean 


section most frequently necessitates a second 


or more. No one can assure his patient that 
a Cesarean scar will surely stand the strain 
of subsequent dabor. Omental adhesions are 
commonly found after sections and sometimes 
complicate later operative deliveries. The mor- 
tality statistics are not so low as in pelvic de- 
liveries. Where a pelvic contraction is marked 
or there is a definite disproportion between the 
head and the pelvic inlet, Cesarean section gives 
the best chance to both mother and child and 
it should be done, but in the borderline cases, 
tests of labor and pelvic operative deliveries 
still have a large place in obstetrics. 
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Pubiotomy in the moderately contracted pel- 
vis gives an enlargement of the inlet and often 
allows delivery to be made without great diffi- 
culty by means of version or forceps, but the 
technique has been developed by few obstetri- 
cians. Undoubtedly bladder injuries, venous 
hemorrhage, poor union, and special apparatus 
for- after care have kept this operation from 
becoming more generally used. Williams uses 
this operation and obtains excellent results. He 
has obtained permanent enlargement between 
the tubers in some cases of funnel pelvis, so 
that these patients later delivered themselves 
spontaneously. 

There are numerous serious maternal de- 
fects that require the artificial termination of 
pregnancy. I will consider only the more com- 
mon ones. Fibroid tumors of the uterus, de- 
pending upon their location, may interfere 
with the normal course of labor. The submu- 
cous‘ and intramural types frequently cause 
abortion and premature labor and may give 
tise to severe postpartum hemorrhage. The 
labor pains in a fibroid uterus may be weak 
and cervical dilatation may not be accomplished 
The subserous types of fibroid may undergo 
degenerative changes and twists of their at- 
tachments may occur; these accidents call for 
immediate operative interference regardless of 
the state of pregnancy. At times large fibroid 
nodules fill the pelvis and block the presenting 
part. I have seen this condition twice and in 
both cases Cesarean section and supravaginal 
amputation gave a live child and mother. How- 
ever, I do not intend to convey the idea that all 
fibroid, pregnant uteri should be operated upon. 
The enlargements so noticeable during preg- 
nancy are edematous fibroid nodules and after 
spontaneous deliveries these nodule involute 
rapidly and often cannot be felt two months 


after confinement. Where fibroids do give seri- 


ous trouble during pregnancy or at the time of 
confinement, the Porro Cesarean section gives 
excellent results. 


Ovarian cysts of large size should always be 
removed regardless of the stage of pregnancy. 
At times this can be accomplished without 
bringing on labor. The greatest danger is in 
rupture due to pressure and twist of the pedi- 
cle. The malignant and dermoid types, when 
ruptured, invariably cause death and the simple 
serous cyst may give a fatal peritonitis. Tap- 
ping of ovarian cysts has no place in gynecology 
or obstetrics. Occasionally these cysts, when 
adherent, block the pelvic passage and obstruct 
labor. Cancer of the cervix and pregnancy is 
a problem which requires careful handling and 
good surgical judgment. Early cases should 


be submitted to the radical operation without 
much consideration for the pregnancy, as the 
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spread and development is very rapid during 
pregnancy and to wait for a stage of viability 
of the child is to prejudice the mother’s chance 
of survival. When the condition is far ad- 
vanced, the child’s life should carry more 
weight, and Cesarean section gives the best 
results to both. Labor by the normal route is 
extremely dangerous because of severe cervical 
or uterine tears and oftimes fatal hemorrahge. 

Pelvic fracture with exostoses and primary 
osteomata are readily detected by careful pelvic 
examination) and when marked call for ab- 
dominal delivery. | 

Atresias of the vagina, whether due to in- 
jury, inflammation or of congenital origin, may 
seriously obstruct the birth canal. I have ob- 
served two interesting cases of \congenital 
stenosis. The first was in a woman in the for- 
ties who had a vagina which would admit a 
uterine sound. After many years of married 
life she became pregnant from semen dis- 
charged on the external genitals. Her preg- 
nancy was normal and delivery was success- 
fully accomplished by Cesarean section. 

The second case was a young woman, who, 
because of a thick hymen and inability to have 
coitus, had the hymen split under local anes- 
thetic. A few months later she became preg- 
nant and went to labor normally. The cervix 
dilated readily and the head descended nearly 
to the spines and there it remained in spite of 
strong contractions. A vaginal examination 
revealed a thick septum dividing the vagina 
longitudinally and obstructing the descent of 
the head. Under ether this septum was re- 
moved and the child easily delivered by a mid- 
forceps operation. 

Cervical stenosis from extensive repairs, in- 
flammation or congenital origin, may obstruct 
labor and demand delivery by the abdominal 
route. This fact has lead to the abandoning 
of amputation of the cervix during the child- 
bearing years and the growing popularity of 
the Sturmdorf operation or coning out of the 


cervix, which obviates the dangers of a cervical 
stenosis. 


Former operations have to be considered in 
obstetrical practice. Corrections of retrover- 
sions by any of the various round ligament 
Operations rarely alter the normal course of 
pregnancy or labor, while ventral fixation may 
so anteflex the enlarging pregnant uterus as to 
obstruct labor and may necessitate Cesarean 
section to avoid rupture of the uterus. Ex- 
tensive and successful plastic operations for 
cystocele and perineal lacerations often deter- 
mine the physician to choose the abdominal 
Toute of delivery, especially where an outlet 
contraction is present and the fascial planes 
and perineum will most surely again be dam- 
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aged. A former Cesarean section, done in an. 
emergency and not for a contracted pelvis, 
gives us a problem that is much disputed. Some 
authorities maintain that one Cesarean section 
necessitates others in subsequent pregnancies. 
Although many successful and normal deliver- 
ies have been reported following a former 
Cesarean operation, there is always the uncer- 
tainty as to the behavior of the uterine scars. 
It is stated that a properly sutured uterine 
wound, followed by an afebrile convalescence, 
can be trusted in subsequent labor, but we know 
that this is not true. The fact that from 2 to 
3 per cent of Cesarean section wounds do rup- 
ture in labor, makes one uncertain as to the 
course to take. Two years ago I performed a 
second Cesarean section on a young woman 
who had had the first operation because of an 
acute toxemia developing several weeks past 
term. It was stated that the convalescence had 
been uneventful and without fever, but I ex- 
cised a line of small sterile abscesses due to 
unabsorbed suture material at the site of the 
former incision. This scar would not have 
stood the strain of labor. On the other hand,. 
many incisions do heal strongly, but who can 
tell these cases? A second or third Cesarean 
operation is preferable to the uncertainty and 
sometimes the necessity of rushing into an ab- 
domen to recover a dead child and trying to 
save an exsanguinated mother. 





DISCUSSION ON PAPER OF DOCTORS PETERSON, 
BELL, WILSON AND CUMMINGS 


DR. G. A. KAMPERMAN, Detroit: The sym- 
posium, as stated, deals entirely with the indica- 
tions for artificial terminations of pregnancy. This. 
at once puts us on the side that we believed in 
the termination of pregnancy. We all know there 
are two sides to the question. Those in the ob- 
stetric profession who rarely terminate pregnancy 
for eclampsia, and those who terminate every case. 
I think we might rightly say that the active ter- 
mination of pregnancy is distinctly an American 
treatment. Abroad they wait and do not terminate 
pregnancy in many clinics unless there are indica- 
tions for ordinary forceps delivery, but in this 
country the general opinion is that we want to 
empty the uterus. I think we all feel better after 
the uterus is empty. Dr. Peterson says this sym- 
posium was not intended to take up the old ques- 
tion as to whether they should be emptied or not 
—that was taken for granted knowing these dis- 
cussants. Dr. Peterson said that the method of 
termination depends upon the time of pregnancy, 
whether the child is viable or not. I think that is 
the crux of the whole thing. If toxemia comes on 
early, at three or four months, there is not much 
to do except to terminate the pregnancy. We 
could hardly expect to carry the patient with a 
severe toxemia up to full term if the toxemia be- 
gins at three, four or even five months, and we 
should terminate it early. Once in a while we are 
called upon to carry them through because the pa- 
tient wishes and I think we soon find out in these 
cases that it would probably have been better for 
the patient to have given her consent for termina- 
tion earlier. Nature does sometimes step in and’ 
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do what we intended to do at a later date. 
does this, however, as a last resort. 

Then in the group of cases where the fetus is 
viable—although this requires our attention most 
often because the true eclampsia comes when fetus 
is viable, here I think we should not procrastinate 


Nature 


very long. If the patient gives the ordinary find- 
ings, increased blood pressure and so on, I do 
not think we should wait until the patient is in 
such bad condition that it requires haste. I firmly 
believe that the induction of labor has a very great 
field here. To be sure, it is a slow method, but 
if we induce labor when the patient is not yet in 
bed, then the results are very satisfactory. The 
bougie or bag could be used. Personally I have 
had better resuluts with the bag. I look upon the 
induction of labor as such a minor affair that I 
think it can be used in any case. I think I can 
honestly say that I have never yet induced labor 
in any case that I wished later I had not, but in 
many cases I did not induce labor when I wished 
later that I had. In many cases if the progress of 
toxemia is so fast that we cannot wait for a long 
labor, which may not start for a day or two after 
we induce labor, it may take a day or two for la- 
bor to start and another twenty-four hours before 
delivery—and if the patient is in bad shape we 
cannot wait so long, my idea would be not to wait 
so long, but to induce labor earlier and have nor- 
mal labor rather than wait until the patient is 
further along and then have to do a rapid delivery. 


I believe one objection to having a normal labor 
in a toxic case is the fact that the increased strain 
of labor may oftentimes precipitate convulsions. I 
think many of the patients have their first convul- 
sion during labor,’ probably precipitated by the la- 
bor. I believe Dr. Lee’s idea of using forceps, re- 
gardless of what we may think of it in general, 
is valuable in these cases. I have followed it fre- 
quently in the pre-eclamptic cases and if the head 
is well advanced we can then deliver by low for- 
ceps rather than to have the long strains, and I 
believe this is safer for the patient. 





I believe abdominal Cesarean section should be 


avoided if possible, and I furthermore believe there 
are many cases where it is necessary, but that it 
should not be the first choice. Just because the 
patient has convulsions we should not resort to 
section. We should go over our procedures and 
I think the Cesarean should be the last. If we do 
a Cesarean section on a patient every time after 
that when she becomes pregnant we will be up 
against the question of what to.do in the second 
or third instance. That question will come up 
every time and although patients can go through 
a normal pregnancy after having had a Cesarean 
section, yet there is the added danger and I be- 
lieve in avoiding this by not doing a Cesarean sec- 
tion except in the cases where it is definitely neces- 
sary. I think there are other procedures that can 
be carried out to avoid this major operation. 

DR. NORMAN F. MILLER, Ann Arbor: Dr. Bell, 
I think, has well shown the theories in regard to 
the complication of pernicious vomiting of preg- 
nancy. He has shown that the theories are many 
but the facts are few. One-theory which has been 
recently added to the cause of pernicious vomit- 
ing is that brought out by Hirst of Guy’s Hospital, 
namely, that all cases are of a hysterical basis, that 
there is no such thing as a true toxic vomiting. 


The facts regarding the treatment are also few 
and far between. We have any number of treat- 
ments suggested, but their value is questionable. 
The recent glucose treatment that has been sug- 
gested has, in my opinion, not been of much value, 
at least not in our experience. Another treatment 
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has been suggested by Paddock of California, the. 
use of the duodenal tube, placing the tube in the 
stomach and as soon as it goes into the duodenum, 
four to six hours later, feed the patient 
through the duodenal tube. The value of this 
method has not been shown, as the cases are very 
few. Hirst further says that all cases of perni- 
cious vomiting are on a neurotic basis, that there 
are no toxic cases. In one case he reports that 
the amonia coefficient was as high as twenty-eight 
per cent. This case was treated by Hirst entirely 
by psychotherapy and was cured, although ‘the 
patient had been referred to Hirst by the 
obstetricians and gynecologists of Guy’s Hos- 
pital, as a true toxic case. It has been shown by 
Gilliat and Kennaway that the autopsy findings 
in hyperemesis gravidarum, true eclampsia and 
acute yellow atrophy are much the same. We 
used to believe that they were different, but it has 
been shown that they are very similar; the very 
same findings may even be produced by starvation. 

As to treatment, when the case has reached the 
extremis, or nearly so, it depends largely upon the 
haste that is required, as was brought out by Dr. 
Bell. If the patient must have her uterus emptied 
quickly, then we must consider first the stage of the 
pregnancy. If it is in the early stage the use of a 
dull curet or gauze over the finger may be all that is 
necessary. After the fetus is formed induction 
of labor by the bougie or the bag is a good method. 
At the same time, if haste is indicated, vaginal 
hysterotomy is to be recommended. In the later 
months this is probably the only thing to do, un- 
less you have time to induce labor. This condi- 
tion is rarely seen in the last stages of pregnancy, 
so Cesarean section will therefore not have to be 
considered. 


DR. C. E. BOYS, Kalamazoo: I am very glad, 
indeed, that the Doctor mentioned the importance 
of differentiating between hearing the heart mur- 
mur and diagnosing an incompetent heart. He em- 
phasized the fact that we must look for the signs 
of impairment of other organs than in the heart 
itself. It takes one who is skilled to detect many 
of these things, but I am sure no one would ac- 
cuse obstetricians of inability in this respect. Rela- 
tive to the treatment in these cases, I will confine 
my remarks to this, as long as he has confined his 
to the indications. In a case of badly decompen- 
sated heart, accompanied by toxic goiter, I have 
done a thyroidectomy on several of these patients, 
with happy results. There is no reason why this 
should not be done during pregnancy and it will 
usually clear up the heart difficulty so that the 
patient may go on further without any trouble. 

The treatment in these cardiac cases does not 
vary a great deal from the treatment of which Dr. 
Peterson has told us. The physical essential of 
the whole thing is that we want a delivery which, 
you might say, steals the fetus from the mother 
without any added labor or physical strain on her 
part, avoiding the psychic strain, too. This will 
vary as to the term of gestation, the same as in 
other cases. I would think that early, under three 
months, there would be an indication to empty the 
uterus and I would anesthetize the patient first 
by preliminary morphin and hyoscin and would 
then infiltrate the cervix clear around with novo- 
cain, using then a long needle and infiltrating both 
broad ligaments and would then do a dilatation 
and curetage, emptying the uterus completely at 
one sitting. I have no sympathy for the protracted 
way of emptying the uterus at this early stage, 
following, for instance, with pituitrin, or ergot, or 
both. 


After three months we have a different problem. 
It depends first of all on whether the patient is 
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a primipara, or not. I think practically all primi- 
para should have hysterotomy done early. As Dr. 
Peterson emphasized in his paper, the trauna, the 
prolongation of anesthesia, and damage to the 
mother generally by delivery through the vagina, 
is much greater than by hysterotomy. If the case 
is one that will probably have repetition of the 
cardiac failure with other pregnancies, naturally, 
the cervix should be removed at the same time. 
In some cases we might let them go until another 
term so that the child can be saved. As Dr. Her- 
man said, it is the strain of labor rather than the 
pregnancy itself which is to be feared. In some 


cases we cannot wait for the fetus to deliver. In — 


multipara where the fetus is long and where there 
is a bad heart I think an abdominal section is the 
operation of choice. There is no doubt in my mind 
that, so far as the mother is concerned, the ab- 
dominal section is the easiest way we know of de- 
livering her, and when we are fighting for this 
woman’s life, what do we care about what may 
happen to her two, three or five years hence. That 
is a problem under our jurisdiction to a large ex- 
tent. We are fighting for her life and let us save 
her from this present danger and then trust to 
saving her from a ruptured uterus, if necessary, 
at a later date. Personally, I have no worry re- 
garding a ruptured uterus after abdominal section. 
I think if the wound has healed properly the woman 
should stand a good chance to have future preg- 
nancies. If there has been infection in the wound, 
I think the uterine wound will not unit as well as 
it might and we may anticipate trouble in the fu- 
ture. Where there is an effaced or easily dilated 
cervix and that heart condition seems less serious, 
I do not think section would be indicated and 
there we would have a choice of two or three 
things. My first thought would be to deliver under 
the so-called twilight sleep, but this must not be 
just a hit or miss occasional injection of scopa- 
lamin and morphin, but it must be given properly 
until complete anesthesia is obtained. I think there 
is nothing that so frees a woman from danger as 
the scopalamin and morphin treatment. They will 
lie there hour after hour, if necessary, without any 
strain, nothing but uterine contractions. "With this 
type of cervix we may succeed in that, or we may 
prepare the woman for Potter version under anes- 


thesia and then deliver with pituitrin or with 
forceps. 


Relative to anesthesia I think it is extremely 
important in this class of cases that we have proper 
anesthesia. I think chloroform should be ruled 
out at once. Ether, we must remember, is depress- 
ing to the heart after it has gone beyond a cer- 
tain stage of anesthesia. Light ether anesthesia, 
however, is perhaps a very safe anesthesia. A gas- 
oxygen anesthesia must be considered first as one 
of the safest if you have an expert to give it. Oth- 
erwise, I would resort to the ether. In some cases 
we may use local. Dr. Webster has used local 
anesthesia in Cesarean section without any bad 
results, or, we might resort to mixed anesthesia. 
In all, ether, or gas, or local, why not mix them up 
a little as the case advances and in many cases 
the gas-oxygen, plus local, in the hands of the ex- 
pert, is the safest. If you have not an expert to 
give it I would use a light ether, plus local anes- 
tehsia. With ether we find that sometimes patients 
have a lot of intrathoracic pressure, often from 
mucous that has collected, or more often from a 
Swallowing of the tongue when the patient is strain- 
ing to get her breath. 

I wish to emphasize the importance of an airway. 
If this is supplied the patient at once breathes 
freely and easily, there is no backing up from the 
lungs from the moment you put that airway in. 
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Now as to preliminaries. Before the child is 
viable I believe the preliminaries should be used 
as well, even morphin does not act badly in those 
cases. Many do extremely well under morphin, 
better than without it. Where the child is viable 
I think morphin should not be used as a prelimi- 
nary to the anesthetic, because we have found that 
morphin given later than three hours before de- 
livery is very liable to produce more or less dyspnea 
or asphyxiation on the part of the baby. 

DR. ALEXANDER MARTIN, Grand Rapids: I 
think Dr. Cummings’ paper is very appropriate 
from the standpoint that many of the men, I think, 
do not put as much faith in pelvimetry as they 
should. They are too apt to engage a confinement 
case-and not see the patient again until they ap- 
pear for labor, and then they run into many diffi- 
culties. 

In regard to measurements, we have to depend 
a good deal ion judgment. A measurement of 
seven and five we say is probably a border line, 
but that depends a good deal on the man’s judg- 
ment as to the size of the child. Then again, there 
are cases where the child may come through when 
it is a small child. 

In regard to the carcinoma of the cervix and 
things of that sort, I think the thing to be taken 
into consideration more than anything else is the 
religious side. Many people want to go through 
with the labor and have a hcild. In fibroids I agree 
with Dr. Cummings that a great latitude should 
not he permitted, because they may want other 
children and at that time sterilization would not 
be a good thing. Once a Cesarean always a Ce- 
sarean, is another question open to argument, be- 
cause I have seen many cases in the clinics in Chi- 
cago where the patients were allowed to go ahead 
and deliver. It was taken into consideration as to 
whether the patient was a primipara or multipara, 
and they were allowed to go ahead and not have 
another Cesarean section. In an article published 
in the Johns Hopkins Bulletin it was shown that 
many of the ruptures of the uterus were an inch 
to an inch and a half from the old incision, so it 
does not always rupture at the site of the Cesarean 
incision. 

DR. HOWARD B. GARNER, Detroit: Regarding 
toxemia in pregnancy, I think these cases should 
be classified. I believe many of the cases of tox- 
emia are due to kidney lesions prior to pregnancy 
and are cases in which the kidneys were at fault 
prior to conception. These are cases in which the 
toxemia is really an outcome of kidney difficulty 
prior to pregnancy. On the other hand, there are 
cases in which the kidneys are normal and toxemia 
develops during pregnancy, and I think a classifica- 
tion should be made in those cases. 

I wish to say regarding the cases that I think if 
they could be handled early, if they could be taken 
and treated from the start, many of them could be 
safely guided through. I have seen some cases 
that have been very much aggravated, with vomit- 
ing and extreme toxic conditions, and yet the pa- 
tient was put to bed, all food including salt, was 
excluded with the exception of a glass of milk three 
times a day and the blood pressure was brought 
down to a safe point, and was kept down by draw- 
ing off certain amounts of blood at frequent in- 
tervals. I have seen these cases go on to delivery 
with safety for mother and child. I think that in 
many cases if they are taken early and proper 
treatment is administered, the mother and child 
will go through in good shape. 

DR. H. D. ROBINSON, Manistee:. What will Dr. 
Peterson do after six or seven hours in the country, 
when he finds a woman who was delivered at 11:00 
p. m., by a midwife, and the midwife had gone 
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home at 7 a. m., and he finds the woman abso- 
lutely unconscious and having one convulsion after 
another? What are you going to do? In a case 
I saw the patient was a big, strong woman, there 
was a full, bounding pulse of 120, the face was 
dark, the woman was unconscious and was having 
one convulsion after another, and could not be 
given anything by the mouth. She had been de- 
livered at 11 p. m. and I was not called until 7 a. m. 

DR. BERNHARD FRIEDLAENDER, Detroit: 
Dr. Bell spoke about the etiology of pernicious vom- 
iting and I was much interested in that phase of 
the question. We know that if we take proteins 
into the stomach it is split up into monoacid in the 
first part of the tract. If it is not split up the 
the proteins proper are carried to the liver. It is 
up to the liver cells whether the monoacids are 
converted or not. If they are formed we have a 
normal digestion, the liver compensates for the di- 
gestion in the intestines and we get a leukocytosis 
of eight to twelve in every case of normal digestion. 
If this is not the case the proteins from the liver 
are carried as such into the blood stream and we 
get a crisis, with all the symptoms of anaphylaxis, 
low blood pressure, ete., and the striking thing is 
the lepkopenia, a low leukocyte count. Conse- 
quently, I will have to contradict Dr. Miller in say- 
ing that all pernicious vomiting is of neurotic and 
not of toxic origin. To illustrate, I saw a patient 
recently, a woman of thirty-five, a musician, who 
does not show any neurotic symptoms. She came 
from Los Angeles and she was desirous of having 
a baby and she received forty intravenous injections 
of corpus luteum. Dr. Alfred Strauss referred her 
to an obstetrician, who gave twenty-five more in- 
jections of corpus luteum. Dr. Strauss asked me 
to take care of her and I was very anxious to find 
out whether she would have a leukopenia, or so- 
called toxemia, caused by the pernicious vomiting. 
She did not. She showed no sign of a leukopenia 
after ingestion of the proteids, and the process is 
very simple. On an empty stomach 200 c.c. of milk 
is given and in twenty to sixty minutes the leuko- 
cyte count is taken. If there is a hepatitis you will 
get a leukopenia of 40 to 60 per cent. She did not 
show this, but showed a leukocytoisis. The peculiar 
thing was that after removing a few drops of blood 
for the determination of the leukocytosis she stopped 
vomiting and has not vomited since. 

DR. PERTER D. HILTY, Birmingham: I would 
like to know in uerotic cases how you would ac- 
count for the patient who comes to the office, who 
is not aware that she is pregnant and comes for 
treatment. I cannot understand the mechanism 
of that. 

DR. WALTER W. MANTON, Detroit: I am glad 
to hear what is thought about rapid emptying of 
the uterus in eclampsia. In a fairly large clinic 
opened a few years ago we had a rather good 
proportion of pre-eclamptics and eclamptics and we 
tried the expectant treatment which has been in 
vogue, particularly abroad. The result was that 
we had a very good mortality rate exhibited on the 
part of the mother, but the mortality rate of the 
fetus was rather high. Under a different form of 
treatment, which I should like to suggest now, the 
mortality rate of the fetus was improved and that 
of the mother remains practically the same. If the 
mother is in bad condition, according to some 
writers, you may suppose that the toxic products 
produce an angiospasm which is responsible for the 
patholery in the liver or brain, the petechial 
hemorrhages in these organs, and finally the de- 
generation and narcosis. By getting the patient 
into better condition before abortion procedure, or 
delivery procedure, is instituted, we feel that the 
patient will stand the operation better, so instead 
of allowing the patient to take the treatment, which 
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is the old bleeding, she is placed on a sedative until 
such time as the eclamptic symptoms are reduced, 
and possibly the patient has delivered herself. We 
then make further attempt to lower the blood pres- 
sure and quiet the patient by getting her into a less 
toxic condition, as evidenced by the pulse, and then 
proceed with the operation. The modified Stroga- 
non method brings about this condition and the pa- 
tient stands her operation more satisfactorily. 

So instead of rushing toward delivery, which is 
the real aim we hope to achieve so far as the con- 
dition of the patient is concerned, we feel that a 
little delay with the patient in better condition will 
give better results, so we take our time about de- 
livering the patients, with the exception of those 
who do not respond to treatment. If the patient 
is in extremis or moribund we institute delivery 
at once. 

DR. REUBEN PETERSON, Ann Arbor, (closing): 
This question that was interjected seems to imply a 
kind of a criticism of me. Inasmuch as Dr. Kam- 
perman and I agree perfectly well I will answer 
the question. This takes me back a good many 
years when I also used to go out in the country 
and find eclamptic patients not delivered by a mid- 
wife, or by doctors, but who had delivered them- 
selves, and they are the types of patients 
of which the Doctor speaks. He wants to know 
With a woman unconscious, hav- 
ing one convulsion after another, who is in ex- 
tremis, the uterus having been emptied—what will 
you do? Do the best you can. The higher nerve 
centers are in a condition where the emptying of 
the uterus has not relieved the woman. It does 
not necessarily mean that the woman will die; she 
may recover without your aid, or with your aid, 
but presumably because we are called in to treat 
her we do treat her and do all the Doctor did and 
then some. We bleed her if she has a full bounding 
pulse. We eliminate ‘all we can. We sweat her, 
although, the elimination through the skin is not 
very effective, and we try to open the bowels. We 
give veratrum viride and in the majority of such 
cases we fail and the patient dies, not because of 
the midwife, not because she had her baby, not be- 
cause we have been negligent in our treatment, but 
because the woman was in such a state before her 
labor that she is overwhelmed with the poison and 
she died as a result of that. 

That is the whole trouble with the question of 
toxemia of pregnancy and it is what I fear in re- 
gard to the swinging back of the pendulum, where 
the general practitioner grasps at something and 
carries it out to the detriment of the patient. The 
whole cry now is medical treatment of eclampsia. 
That is all right, but certainly a woman would not 
have had the eclampsia if she had not had a baby 
in the uterus. For years the practitioner has emp- 
tied the uterus if he could do it safely. Always 
he has done it. Instinctively he felt that he was 
doing the best thing for his patient. He did not 
always do it in the right way, as I tried to show 
in my paper, but if the pendulum swings back too 
far and we begin to treat all these patients medi- 
cally, and we do not deliver them, just as sure as 
fate the mortality statistics of the general prac- 
titioner will rise so far as the treatment of eclamp- 
sia is concerned. Just take with a grain of salt 
some of the statistics you hear about. 

Let us preserve our equilibrium and not go to 
one extreme or the other, and keep in mind that 
if the uterus is not empty, and we can empty it 
by a method that will not injure the maternal or- 
ganism, we are going to save some mothers and 
babies. 

DR. JOHN N. BELL, Detroit, (closing): I want 
to say a word relative to the. question of hypereme- 
sis gravidarum, whether these cases are all of a 
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neurotic type. I do not believe they are. Any 
person who has seen a true pernicious vomiting, 
I think, will not doubt for a moment that at least 
some of them are toxic. The very evidence we have 
in the blood chemistry goes to substantiate that. 

In regard to the duodenal treatment, which has 
recently been tried, I do not think that is prac- 
tical. These patients vomit early. It may a tem- 
porary relief, but you have to pass the duodenal 
tube every day or twice a day for three months, 
and I think the treatment will fail. 

I would like to emphasize also the point that Dr. 
Herman brought out, and that is the possibility 
of heart failure developing after the baby is born. 
I had that experience once where it developed 
twelve or fourteen hours after the baby was born. 
It was not very severe. I had had an internist in 
consultation for several months before delivery and 
~we carried the patient along. I adopted the method 
of stealing the baby away and the patient was 
comfortable. I congratulated myself that every- 
thing was all right, but ten or twelve hours later 
she had a sinking spell and almost died. We should 
not be too sure that the patient is safe for several 
hours after the baby is born. 4 

DR. GEORGE R. HERMAN, Ann Arbor, (closing): 
The therapeutics Dr. Boys brought forward in cases 
of cardiac diseases associated with pregnancy -agree 
generally with those that cardiologists would under- 
take. One point is the question of general anes- 
thesia in any case of cardiac disease. Light ether 
and morphine preliminary, if possible, with the 
question of the child considered, seems advisable 
in all general cases. The nitrous-oxid has been put 
aside because of the danger of increased blood 
pressure and extra strain upon the heart which 
already is at its full capacity, so the general ad- 
vice of Dr. Wilson is to use a light ether anesthesia. 
' The late development of heart failure after labor 
may be due to the release of the intra-abdominal 
pressure and the change in location of the heart. 
The acute grades of arhythmia are the usual dis- 
turbances, but they would come sooner, and the 
other change is probably due to the marked change 
in blood pressure. 

Dr. Peterson’s question brings up an important 
therapeutic measure. After labor in a patient with 
heart disease, the application of an abdominal ban- 
dage is a rational prophylactic measure in an at- 
tempt to prevent the sudden changes in the circu- 
lation brought about by the emptying of the uterus. 

DR. H. H. CUMMINGS, Ann Arbor, (closing): I 
have all the sympathy. in the world with Dr. Mar- 
tin’s question of religion in saving the child. I 
think our method should be to save mother and 
child, but I never could conscientiously feel that the 
mother’s life should be endangered to save the child. 

The point I wished to make in cancer of the cervix 
in pregnancy is that the cancer advances so early 
that you neglect it. If you see the patient early 
and she is going to die of hemorrhage from cancer 
of the cervix before the child is viable, the point 
I made was to give the mother a chance. If you 
only give her a year or two the procedure is well 
worth while. The child’s life does not weigh much. 
In a mother with advanced cancer, by all means try 
to let her go on and save the child. 


IT was interested in Dr. Beck’s work with perni- 
cious vomiting and cannot help but feel that there 
is some element of truth; that if we could see these 
tases early enough we would be convinced that a 
large proportion, not all, start as a neurotic effect. 
In pregnancy about 50 per cent will have a certain 
amount of nausea and vomiting. This is almost 
normal, but if you see these cases early and treat 
them as a neurotic type, with various suggestive 
measures and other things, they will respond very 
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well. Titus has outlined this course; first, dehy- 
dration, then starvation and then acidosis. If they 
are seen early many cases respond to treatment. 
If they are in the starvation stage and we can get 
them to take food they will respond, but if they 
are in the late stage I think we are dealing with 
a true toxic vomiting, and, as you know, the out- 
look is bad unless something can be done. 

It has been said that the vomiting in these cases 
is often a subconscious rebellion against pregnancy 
and I think this is true. The patient thinks it in- 
convenient to have a child and many times she will 
vomit as a result of this. 


NARCOTIC REGULATIONS 
MODIFIED 


Regulations governing the prescribing of nar- 
cotics in the treatment of incurable diseases and for 
aged and infirm addicts whose physical collapse 
from the withdrawal of the drug might be fatal have 
been modified by the Commissioner of Internal 
Revenue, with a view to preserving as far as pos- 
sible professional secrecy with respect to such cases. 
The commissioner has heretofore ruled that an 
order purporting to be a prescription, issued to an 
addict or habitual user of narcotics, not in the 
course of professional treatment in an attempted 
cure of the patient, but for the purpose of provid- 
ing narcotics to- keep him comfortable by maintain- 
ing his customary use, is not a lawful prescription; 
and that persons filling and receiving drugs under 
such an order, and the person issuing it, shall be 
regarded as guilty of violation of the law. Excep- 
tions Fave been recognized, however, in the treat- 
ment of incurahle diseases and of aged and infirm 
addicts. In the treatment of incurable diseases, it 
has been required that it be endorsed on the pre- 
scription that the drug is dispensed in the treat- 
ment of an incurable disease; under the treasury 
decision just issued, the physician may endorse the 
prescription in that manner, or endorse simply, 
“Exception (1) Art. 117.” In the treatment of aged 
and infirm addicts, the physician has heretofore 
been required to endorse on the prescription that 
the patient is aged and infirm, giving age, and that 
the drug is necessary to sustain life; under the re- 
cent decision, the physician may endorse his pre- 
scription as heretofore, or he may endorse it, ‘Ex- 
ception (2) Art. 117.” By using either of the cryptic 
alternatives now allowed, a physician may limit 
the chances of undesirable disclosures of the pa- 
tient’s condition. The druggist who fills a pre- 
scription is no longer required to obtain on the 
back of it the signature of the person who secures 
the drug prescription. It is sufficient that the name 
of such person appear. 


PROPOSED BILL FOR NARCOTIC 
CONTROL 


Senator France introduced in the senate a meas- 
ure providing for financial aid from the United 
States for the states in the prevention of drug addic- 
tion and for the care and treatment of drug ad- 
dicts. The bill appropriates $3,000,000 for the fiscal 
year ending June 30, 1920, and $2,000,000 for the 
fiscal year ending June 30, 1921. The secretary of 
the treasury is authorized to co-operate with the 
states, through their respective state boards or de- 
partments of health, narcotic commissions or other 
state or municipal officers in charge of the control 
of the production or distribution of narcotics and 
habit-forming drugs, or in charge of the care and 
treatment of drug addicts resident within the con- 
fines of their states. He is empowered to allot 








among the states appropriations of federal money 
for this purpose to an amount not to exceed the 
sum appropriated by the state for the same -purpose. 
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Editorials 
SHEPPARD-TOWNER BILL 


We submit herewith facts for thought and 
reflection. We urge that you familiarize your- 
self with the problems at hand. 

For a decade, and with especial vehemence 
since the war, a nation-wide propaganda has 
been carried on looking toward the gradual 
transfer of responsibility for the support and 


control of our public health from the state to 


the federal government. 
t /* 

If we travel this road we shall end with a 
great bureaucratic machine in Washington, 
with secretaries, assistant secretaries, a. horde 
of bureau chiefs, clerks, and employes bossed 
by another horde of inspectors, supervisors 
and other petty traveling officials. 

: = 

Great is the danger of handing the power of 
controlling the ideas and ideals of the grow- 
ing generation to a group of bureaucrats lo- 
cated at the seat of government. They may 
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wilfully do great damage. They may unwit- 
tingly sow seeds on a nation-wide scale which 
will fructify only after many quiet years of 
germination, so that the noxious weeds can be 
eradicated only after grievous injury to our 
body politic. 

* ¢ * 

Germany, to her ruin and_ sorrow, has 
reaped her harvest from seeds quietly sown 
in her schools for many years, by the Berlin 
bureaucracy. The world’s history is strewn 
with the wreck of governments whose disinte- 
gration began when the people saw the local 
control of their dearest customs taken away 
and concentrated in the hands of a bureau- 
cracy at the seat of empire. 

‘= & 

The doctrine of self-help, the idea that the 
things we get for ourselves are the best things 
we possess, that sturdily striving to care for 
ourselves builds character and citizenship, 
seems recently to have evaporated from the 
minds of many. They seem to think that each 
local group of American citizens should stand 
around like a Greek chorus waiting for the gods 
at Washington to make the next event happen. 

* Ok Ok 

Is it not fundamentally unsound for the fed- 
eral government to go to a state with a sum 
of money and say: “We know you could per- 
fectly well maintain health clinics, but here is 
some money we have taken away from other 
people and states for you to use for that pur- 
pose.” The idea is unsound as it tends to 
weaken local self government and local respon- 
sibility, and unless a federal inspector stays on 
the job and bosses it, it is going to be a simple 
game to create an inefficient organization. 

* ok OF 

The donation of federal money is not always 
successful in stimulating public interests. It is 
more likely to kill responsibility and destroy 
initiative. 

* * * 

The bill is constructed on well known log- 
rolling principles. The hand of the politician 
is seen. There is to be a piece of pie for every- 
body. The bill is a most unhappy augury of 
the sort of legislation that may be expected, 
once we embark upon a policy of federal par- 
ticipation. ae 

When the federal government begins by 
setting up standards, no matter how good or 
necessary they may be, and in giving some one 
the power to withhold appropriations, federal 
control has begun. Federal subsidies make 
federal control inevitable. President Harding, 
in a message to congress, said: “Federal out- 
lay demands a federal voice in the program of 
expenditure.” 
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So far as health is concerned, there has been 
over organization for a long time past as evi- 
denced by the numerous duplicating agencies 
and organizations. Too many are engaged in 
supervising, in inspecting, in examining, in re- 
cording the work of other persons and in seek- 
ing to obtain permanency for their office jobs. 
There is too much machinery, and in conse- 
quence a steady temptation to lay stress upon 
the form instead of actual benefit and health 
betterment in accomplishments. 
place actual results. 


It is now proposed to bureaucratize the 
health system of the whole United States, while 
making the most solemn assurance that nothing 
of the kind is intended. There is not money 
enough in the United States, even if every dol- 
lar was spent on health measures, to produce 
by federal authority or through what is naively 
called co-operation between the federal govern- 
ment and the several states, health results that 
would be at all comparable with those that. have 
been attained under a free and natural system. 
If tax-supported health be first encouraged 
and inspected, and then little by little complete- 
ly controlled by central authority, European 
experience shows precisely what will happen. 
To do so would mean that America had failed 
to learn one of the plainest and most weighty 
lessons of the war. It has been characteristic 
of the American people to solve their problems 
and to bear their heaviest national responsibili- 
ties through their own action in the field of 
liberty rather than the agency of organized 
government. Once more to tap the federal 
treasury under the guise of aiding the states, 
and once more to establish an army of bureau- 
crats in Washington and another army of in- 
spectors roaming at large throughout the land, 
will not only fail to accomplish any permanent 
improvement, but will assist in effecting so 
great a revolution in our American form of 
government as one day to endanger its perpet- 
uity. 
: * 4% * 


_ The most important question of internal ad- 
ministration before the American people today 
is whether or not this onward sweep of federal 
control of their local affairs shall go on. Shall 
we accept the doctrine that we are destined to 
become a great continental democracy, gov- 
erned in all important public activities from 
Washington, or shall we try to preserve the 
local autonomy in- communities and_ states 
which is necessary to preserve our liberties? 
If we accept the doctrine that it is well to be- 
come a continental democracy, there is no need 
for further discussion, and state governments 
May as well be disbanded. If we do not accept 
that doctrine, but stand up against the present 
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tendency, we should keep our state governments 
in substance and not merely in form. Above 
all else we should keep education and health 
out of federal bureaucratic control.” 

x * x 


The foregoing, doctors of Michigan, are 
some fundamental principles that are involved 
when the state legislature elects to accept the 
provisions of the Sheppard-Towner bill. Are 
they to be ignored and overlooked? Are we 
to forget them while we fix our eyes upon the 
dollars we receive and permit our Health Com- 
mission to usurp our independence as citizens 
to extend their field of activity? These are 
fundamental rights which propagandists seek 
to ruthlessly crowd aside in their clamor to 
“Save the Babies”—the while they also feather 


their own offices. 
x * * 


We do not oppose because we are fearful of 
loss of business. These health men tell us it 
will increase our business and that they will 
send us more business. This insult, to secure 
our support, is but poor subterfuge to induce us 
to bow to the encroachment of bureaucratic 
dominency. We do oppose because the public 
will suffer when it has fastened upon it this 
type of federal dominency. We oppose the 
setting up of an “office-getting’’ movement 
that will fail in the saving of lives of infants 


and mothers. 
* * x 


Matched appropriations. The bill provides 
that states shall match federal appropriations 
and provide like sums of money over which 
Washington will have control and will super- 
vise disbursement. It is stated that to demon- 
strate that Michigan would not have to spend 
any more money than she is now spending and 
that in order to win members of the legisla- 
ture by holding out that we are going to get 
thirty, forty, fifty thousand dollars for Michi- 
gan without a cent additional expense for 
Michigan, there was a juggling of funds. This, 
it is stated, consisted of causing our first 
matched appropriation to consist of the money 
now expended in Michigan on Wassermans 
done on children. The traveling children clin- 
ics, the fees given for reporting births, etc. 
That was the way our first matched appropria- 
tion was gotten away with as stated by the 
Deputy Coumissioner of Health. It was ac- 
cepted by the Bureau of Labor in Washington. 
How long will they accept such matched ap- 
priations? No longer than it is necessary to 
secure an enabling act from our legislature. 
Then, as the bill provides the Federal Bureau 
will outline our program and supervise our ex- 
penditure of funds. Then, too, it may be con- 
fidently predicted Michigan will be compelled 
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to dig up real money which will only come 
from added taxes and from the pockets of citi- 
zens. Foolish individual who accepts the state- 
ment that this law is not going to cost money 
and that money by the thousands must come 
from the taxpayers’ pocket. In return he has 
sold his independence and called down upon 
him a horde of office holding busybodies, while 
the babies and mothers of Michigan will con- 
tinue to want, suffer and die. Think it over. 
eee 

We oppose the bill because it does not pro- 
vide for anything but the sending out of in- 
vestigators, inspectors and educationalists. The 
profession has undertaken this work and is 
carrying it out on increasingly larger scale. 
We prefer to have this done by doctors rather 
than by politicians, “job-holders,” nurses, 
“healthites” so-called, and socialists. Exam- 


inations and lectures are not going to save 
babies or mothers in sufficient numbers to war- 
rant our accepting all the evils that will ac- 
company this type of legislation. - 

e+ « 


Why did our Health Commission quietly se- 
cure the ‘temporary acceptance of this law? 
Why didn’t they come out in the open and per- 
mit us to have the opportunity of placing be- 
fore the governor pertinent reasons as to why 
Michigan should not invite this type of federal 
interference? Why this gum-shoe method and 
then why urge and seek to induce the doctors 
to remain silent? Why all this secrecy? 

- . 


If you are opposed to the establishment of 
this type of legislation, it is urged that you see 
your senators and representatives and register 
with them your emphatic protests and obtain 
their pledge to vote against this act. It rests 
with you to contribute such aid to defeat the 
measure. 

ce te 

The foregoing is submitted to our members 
for their consideration and in compliance with 
the instruction of the Council. These columns 
are open for the discussion of the subject pro 
and con and for the expression of your opin- 
ions. 





THE RUSSIAN MATERNITY SYSTEM 
HAS DESTROYED, MORALLY AS 
WELL AS PHYSICALLY, A 
WHOLE RUSSIAN 
GENERATION 


A Crime Wuicu Knows No PARALLEL IN 
THE History OF THE WORLD 


Since the passage of the Sheppard-Towner 
Maternity Act the fact that the opposition to 
this class of legislation has grown to such 
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enormous proportions speaks well for the sense 
and character of the American people. The 
unwelcome publicity given to the real charac- 
ter of the bill, led to the resignation of Miss 
Julia Lathrop, head of the Children’s Bureau, 
and one of the bill’s chief promoters. Her 
successor, Miss Grace Abbott, is, like Miss 
Lathrop, a product of Hull House, although 
this fact, for some reason, was nowhere men- 
tioned by the press. 


The Children’s Bureau, which is to have 
large sums annually from the federal treasury 
for propaganda purposes, if the bill passes, has 
already issued a booklet at the expense of the 
taxpayers, “Maternity Benefit Systems in Cer- 
tain Foreign Countries” which is socialistic and 
bolshevistic in almost every line. This book 
gives unqualified endorsement to a socialists’ 
book by Madam Kolontai, a Russian woman in 
the pay of Germany, who is “commisar of 
Public Welfare” under Lenin (see documents 
1 and 7 issued by United States Bureau of 
Public Information, September, 1918). The 
work of her department, in taking children 
away from their parents and herding them to- 
gether in the “care” of the soviet government, 
has had such disastrous results, notably with 
little girls, that it has been characterized by a 
distinguished Russian, Professor Boris Soko- 
loff, as a crime which knows no parallel in the 
history of the world. They have destroyed 
morally as well as physically a whole Russian 
generation. Sir Paul Dukes says, that the cen- 
tral tragedy of Russia today is the results of 
Bolshevist corruption of children under Madam 
Kolontai’s “welfare” and “maternity” system.. 
—TIllinois Medical Journal. 





OUR RESPONSIBILITY TO THE 
PUBLIC 


To endeavor to set forth the responsibility 
that the medical profession holds to the pub- 
lic and to advance fundamental reasons with 
complete detail the while confining the argu-¢ 
ment to the limits of an editorial would be the 
attempting the impossible. It is our purpose, 
however, to comment upon a single phaze of 
the question and to indicate the profession’s 
relationship to the public in conjunction with 
the proposed Sheppard-Towner law. When 
we refer to the profession, be it remembered 
that such reference is germain also to the in- 
dividual doctor for he is the profession’s repre- 
sentative. 


Our Health Commissioners and Health Of- 
ficers, as well as those who are “cravers” for 
the clinic domination and supervision of 
medical practice allege that the maternal care 
of pregnant and “lying in” mothers, as is now 








MARCH, 1925 


provided and rendered by the profession, is 
incompetent, inefficient and inadequate. Is it, 
and is the blame rightly placed at the door of 
the doctors? Unless it be in some isolated lo- 
cality or remote hamlet, we are of the opinion 
that no pregnant mother need want for com- 
petent medical care. If she is the recipient of 
incompetent care, and if our maternity and in- 
fant morbidity and mortality is high, the fault 
is more apt to lie in the fact that both mother 


and father are in ignorance as to what com- 


prises competent care and by that very igno- 
rance they seek and are satisfied with mid-wife 
services or of the services of a doctor who is 
without proper training and knowledge. Com- 
petent obstetricians are obtainable in their com- 
munity, but they are incompetent to judge and 
differentiate between the capable and the in- 
capable doctor. 

We concede that there are doctors who are 
incompetent, neglectful, conscienceless and who 
assume to attend a pregnant woman during her 
pregnancy and confinement. In their attend- 
ance they render mediocre, and at times grossly 
incompetent services that are detrimental to 
the mother’s and the infant’s welfare. Igno- 
rant mothers and ignorant doctors account for 
this type of medical service in Michigan at the 
present time. 

The correction of this state of affairs rests 
upon a solution that is two-fold in its applica- 
tion. First we must educate and enlighten the 
public as to what comprises competent ma- 
ternal and obstetrical care. When the people 
know and have this information they will of 
themselves insist upon and secure proper med- 
ical attendants. They will also cease to engage 
the incompetent, careless doctor. That type of 
a doctor will then either cease to exist and 
have no obstetrical practice, or he will have an 
awakening and set forth to improve his skill, 
secure a course of proper training and cause 
his services to comply with modern standards 
and knowledge that will enable him to render 
that type of service that is conducive to the 
best welfare of both mother and infant. 

Our responsibility rests then, in first enlight- 
ening the public as to what comprises modern 
obstetrical care. We are of the opinion that 
such education can be best accomplished by the 
profession and not through a horde of med- 
dling, politically-tainted, office-holding, - state- 
paid agents. In Michigan the profession has 
already assumed this educational duty through 
our Joint Committee on Public Health Educa- 
tion that is acquainting the public with the 
truths regarding scientific medicine. 

©ur second responsibility consists of the 
need for an increased activity that will impress 
upon doctors that they must be possessed of 
the requisite knowledge and skill to render 
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proper and adequate pre-natal and obstetrical 
advice and services. To bring this about, we 
are of the opinion there will need to be an open 
exhibition of less tolerance for the “slip-shod” 
methods of some of our doctors. We must no 
longer overlook or condone inefficient care and 
the employment of obsolete methods. They 
must be told in plain words and in an emphatic 
manner, in the consultation chamber, in our 
intermingling and in our society meetings that 
such and such practices and methods are taboo. 
It must be firmly and tersely revealed to them 
that unless they cause their work to be repre- 
sentative of our modern knowledge that they 
cannot expect us to “stand by” and uphold 
them. They must be made to see that they 
have to “toe-up-to-the-mark” and get out of 
their present rut or cease to accept maternity 
patients. That is our responsibility, in and 
amongst ourselves. It is a responsibility that 
we can no longer ignore or shirk. If we fail 
to accept that responsibility, if we fail to under- 
take the correction of existing evils, then we 
are no longer justified in obstructing and re- 
senting the entrance of state-paid officials in 
their activity that seeks to secure for the 
women of Michigan that type of maternal and 
obstetrical supervision to which they are en- 
titled. Neither can we protest legislation that 
provides that care. 

It is our bounden duty to recognize this re- 
sponsibility that rests upon the profession. It 
is also incumbent upon our Health Commis- 
sion, Commissioner and health officials to join 
us in this undertaking. They cannot uncon- 
cernedly cast us off and on their own initiative 
seek to establish a state-paid staff that will 
ultimately take over the obstetrical practice of 
the state. In so attempting to do they are 
grossly culpable and meritous of our distrust. 
They, as state officials, and as doctors, owe to 
the profession a consideration that does not 
smell of so much “hol-than-thouness.” They 
should manifest a willingness, a desire, and an 
attitude of seeking to co-operate to readjust 
the profession’s relationship to the public and 
cause it to acquit itself of the demands that 
modern times make of the doctors. We are 
emphatically opposed to the tactics now em- 
ployed and strenuously decry self-glorification 
and quest for personal deification. 

Let us have less newspaper publicity and 
porpaganda from “commissioners” and health 
officers, cited by and in their personally out- 
lined “press bulletin” releases, and supplant for 
such “office-feathering” prattle and _ political 
tainted twaddle, the effort that they are seri- 
ously and in good faith, making in conjunction 
with the doctors of Michigan to enrich and en- 
hance the communal and individual health of 
the public. They must co-ordinate their ef- 
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forts with the activity that our state organiza- 
tion of doctors is seeking to establish and carry 
out to provide for our people modern scientific 
medical care. 





WHEN WILL IT CEASE TO TROUBLE? 





C. F. McCuintic, M. D., DETROIT 


At each succeeding legislature of this state 
the same old question bobs up as to how to 
handle the quacks, fakes and medical cults that 
afflict the body politic. 

Why not settle this question once and for 
all time upon an equitable and just basis? “No 
question is settled until it is settled right.” 

The writer two years ago was a member of 
the lower house in a legislature of a sister state. 
While his party was the minority in the lower 
house by 88 to 18, and in the senate 26 to 4, 
yet in the face of these odds little difficulty 
was experienced in settling this same vexatious 
question. Since his legislation went into effect 
no homeopaths, eclectics, osteopaths or chiro- 
practors have applied for a license to practice 
in that state. 

We should not attempt to rid ourselves of 
these cults by creating new examining boards. 
These acts which we advocate when they be- 
come law will be a continual source of annoy- 
ance in the future because at every future leg- 
islature their beneficiaries will attempt to have 
them amended and will succeed until eventu- 
ally they will have the law just as they want it. 

If these cults are what their devotees say 
they are, they cannot refuse to subscribe to a 
scholastic standard which is independent of 
their medical training. Everyone is committed 
to the value of an education. This view ac- 
counts for the popularity of legislation for the 
promotion of education. 

It is folly to attempt to legislate out these 
cults by attacking their systems of medicine. 
The ordinary member of the legislature, with 
his lack of scientific training, comes back at 
you with statements like these: “They got 
cures. You ‘regular’ physicians and medical 
doctors make mistakes. There are quacks in 
your profession and school of medicine. You 
represent the medical trust, the American Med- 
ical Association. You oppose these doctors be- 
cause they take away your patients.” We are 
so apt to forget that the layman does not in 
any way understand our viewpoint. 

Then let us come to his viewpoint. Submit 
to the legislator this proposition, namely, that 
all should conform to a standard that every- 
one recoginzes as a just requirement. Then his 
attitude is different. He says, “That’s right. 
I am with you.” 
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Therefore let’s leave alone his cult, his sys- 
tem of medicine, his school, and enact a law 
to the effect that “every person who applies 
for a license to practice the Science of the 
Healing Art shall be: First, a graduate of a 
standard four-year high school; second, that 
said applicant shall have completed at least a 
two years’ college course in a college or uni- 
versity of equal rank with that of the Uni- 
versity of Michigan, said two years’ work to 
have included six unit hours in English, 12 in 
Chemistry, 8 in college physics, 8 in Biology, 
and 6 in Modern Language. Third, that said 
applicant shall be a graduate of a medical 
school which teaches the ‘brand’ of medicine 
which the applicant desires to practice, said 
school to require a four-years’ course, and 
which school shall be of Class A grade, said 
Grade having been determined by an organ- 
ization similar to the Association of American 
Colleges.” 

By enacting a law making such requirements 
there would be nothing to fear from any of 
the cults. In addition the state board might 
have the right to do as it now does, namely, re- 
quire that said applicant shall have spent one 
year as an interne in a hospital or similar in- 
stitution before applying for a license. 

These requirements will eliminate all grad- 
uates from the Eclectic Colleges, most of the 
homeopathic colleges, the osteopathic colleges 
and chiropractic schools. 

Another atlernative is to do as the state of 
Minnesota has done. Minnesota has created 
a State Board of Examiners in the Basic 
Sciences. Before an applicant can appear be- 
fore any medical board in that state the ap- 
plicant must pass an examination in the Basic 
Sciences. If he cannot do that, he is not ad- 
mitted to the medical board of any school or 
cult in medicine. 

The above mentioned academic require- 
ments alone will eliminate over 98 per cent of 
the chiropractors. If we propose to admit 
osteopaths and eclectics we can eliminate the 
chiros by requiring the preliminary academic 
work of all alike. This would also eliminate 
many osteopaths. 

This plan is just and fair and cannot be at- 
tacked unless the cults change their principles. 
The defiintion of the practice of medicine as 
given above has been held by the courts to in- 
clude all forms of therapy. Why not approach 
the problem from this angle? 





AMERICAN GOLF SPECIAL TO SAN 
FRANCISCO 





The committee that is arranging for this 
special train announces the following details: 
Leave Chicago June 17th, 8:00 p. m. 
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June 18th—Omaha, 9 a.m. Happy Hollow 
Golf club. Leave Omaha at 4:30 p. m. 

June 19th—Denver 7 a.m. Denver Country 
Golf club. Leave Denver:3 p. m. 

June 20th—Salt Lake City, 9 a. m. Salt 
Lake City Country club. Also organ recital and 
bathing at Saltair Beach. Leave at 5:30 p. m. 

June 21st—Lake Tahoe, 11:30 a.m. Tav- 
ern Golf club. Dinner dance at Tavern. Float 


on Emerald Bay. Leave at 8:30 p. m. 
June 22nd—Del Monte, 8 a.m. Breakfast - 


at Del Monte hotel. Two 18-hole courses, 
morning and afternoon. Dinner at Del Monte 
hotel. Drive by auto to Monterey. Train 
leaves at midnight. This affords 20 hours in 
this fairyland of California. 


June 23rd—Arrive in San Francisco, 8 a. m. 


This schedule ‘permits the playing of 18 
holes of golf while enroute and 36 holes the 
last day. For those not playing golf, sight- 
seeing auto trips have been arranged. Round 
trip ticket and all expenses on special train, in- 
cluding half of Pullman compartment, all 
meals, green and caddy fees, tips and automo- 
bile hire for $235.00. Return option of sev 
eral routes. For reservations or detailed in- 
formation write Dr. F. C. Warnshuis, Powers 
Building, Grand Rapids, Mich. 





PERTINENT AND IMPERTINENT 
PARAGRAPHS RE SHEPPARD- 
TOWNER BILL 


Physicians will shake hands with death every 
day and greet him with a smile and then they 
will shake in their boots at the threats of some 
political servant of the state. Among the many 
letters coming to the chairman of the committee 
on Civic and Industrial Relations, here is one 
which gives us food for thought. If we do 
not forego our rights as citizens of a sovereign 
state and refuse to oppose the Sheppard- 
Towner Bill, our state paid servant, paid from 
taxes we pay will have something up his sleeve 
which will seriously affect our right to work. 


“TI have your letter of the 23rd inst. re Sheppard: 
‘Towner Bill. There is considerable difference of 
opinion among the members of our society on this 
bill. Personally, I am opposed to the principle of 
the bill, inasmuch as it is definitely paternalistic, 
and when the government sees fit. to apply the same 
principle to dentists, druggists, coal dealers, grocers, 
etc., I might change my mind. However, the situa. 
tion at Lansing is a difficult one for the Doctor 
Just now. The Governor has accepted this bill, and 
it is to come before the legislature for ratification. 
I have tried to find out the attitude of the legislators 
of my acquaintance to the bill. They say it will 
most certainly be ratified. If this be true, are we 
going to gain anything by opposing it? One legisla- 
tor told me that it would hurt the doctors to oppose 
the bill for the reason that they would be beaten 
and so would lose their influence in other legislation 
Pending that is possibly more important? I do not 
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think that the most of the doctors in the larger 
cities feel that the provisions of the bill will affect 
them very much. There is a feeling that most of 
the money will be spent in the more scattered parts 
of the state, where doctors are rather scarce. 

“T was told the other day by a legislator that if the 
doctors were itching for a fight they would get their 
fill of it, that Olin has some legislation up his sleeve 
re state board of registration that would affect us 
much more seriously.” 

At the time Helen Gould (Mrs. Finley 
Shepherd) withdrew from active work in a 
great national organization, there was much 
discussion as to her reason for the action. In 
talking with a paid welfare worker of this or- 
ganization, whose work was among the women 
of foreign birth, the question of pauperizing 
these women came up. The welfare worker 
who admitted that she did not care to stay 
over a year in one place, because she wanted to 
see all the country she could under pleasant 
auspices, waxed indignant at the word pauper- 
ize. “I teach these women,” she said, “that it is 
the duty and privilege of the state to provide 
for them; that under no circumstances must 
they feel that it is anything but their right and 
they are in no sense obligated or pauperized.” 
Evidently the “foreign man” has been partak- 
ing of this vitamine and the leaven is working. 
Listen to this from the Detroit News, Feb. 10. 
The article is headed “Perhaps the State Will 
Explain.” What does a man get back when he 
pays taxes. 

“Fathers who pay taxes are square with the state. 
In return, the state should support their families, a 
Detroit father told Judge Henry S. Hulbert in the 
Juvenile Court Friday. ‘Do you realize that your 
children have been dependent on the public for sup- 
port for eight months?’ Judge Hulbert demanded. 
‘Well that’s all right Judge,’ the father replied, ‘I 
support the public. I’ve been doing my duty as a 
citizen. I guess I’ve got it coming from the state. 
I work but I don’t make enough to do both. When 


a man supports the public, the public owes him 
something.”’ 


Here is the teaching of the paid welfarer 
being put into practice. If the teacher is right 
so is the pupil. Why then pay one for incul- 
cating such doctrines and punish the other for 
following them. 


If you think there is no danger in this Feder- 
al Aid Orgy, listen to this editorial from the 
Chicago Tribune, Dec. 10, headed “Federal 
Aid.” 


“In presenting the budget for the next fiscal year, 
the President calls attention to the fact that federal 
aid is a rapidly broadening field of expenditure, 
and he remarks it is a question how far it should 
proceed. This is a characteristically temperate 
hint as to one of the most serious problems in 
American Government. Mr. Harding ascribes these 
accumulating activities of the central government 
to public sentiment but it is rather the effect of the 
concentrated pressure of organized minorities. 
Groups of citizens who have become impressed with 
certain ills or needs of themselves or of some class 
or of the body politic, bring influence to bear upon 
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Congress, whose political sensitiveness makes it 
complaisant. The result is much legislation and 


much drawing upon the public till on behalf of 
causes which have not been considered by the gen- 
eral public or brought within any scheme by Con- 
gress. Sums not large in proportion to the whole 
resources of our government thus become a steadily 
increasing aggregate which already weighs heavily 
upon the taxpayers. 


“ “But the financial consequences of the tendency 
to seek Federal Aid, serious as they are, provide 
only one phase of the problem. There is also in- 
volved an increasing intervention of the central 
machinery of authority in private and local con- 
cerns. There is a growth of bureaucracy, a multi- 
plying of laws and regulations and a consequent 
decrease in efficiency of administration and enforce- 
ment. Finally there is a weakening of local initia- 
tive and responsibility in matters which can be best 
handled by a local enterprise and social conscience. 


“The net result is a decrease of total government 
efficiency, both central and local, accompanied by an 
increase of expenditure, an unhealthy paradox which 
has been observed in other countries than ours, 


“We ought to resist undue centralization. We 
ought to be careful in the bestowing of public aid 
on special classes. We ought to fear the growth of 
bureaucracy and the regulation of private life by 
political authority. But since so many causes are 
urged with good motives and plausible argument, 
we find the tendency difficult to control within the 
proper bounds, and we are thus carried on a stream 
of tendency the ultimate results of which fore- 
sight would resolutely combat. We are drifting 
away from the sound organization conceived by the 
great and far sighted statesmen who evolved our 
system of government. 


“A large part of our population are not indocri- 
nated with these wise American principles and come 
from countries which, though they suffer from 
bureaucracy and paternalism have not worked out 
aremedy. We need a revival of Americanism, which 
has distinguished between the proper functions of 
central authority and local self government, but is 
now drifting confusedly and unconsciously away 
from our sound system. The high motives of the 
specialist in reform do not absolve him from the 
duty to consider general priciples of orderly and 
efficient government, but as a matter of fact most 
reformers have only one devotion and pursue it 
without regard to the larger phases or the general 
principles of organization. Meantime the general 
public are unconscious of their common interest in 
a harmonious scheme or they are momentarily sym- 
pathetic with a plausible appeal. Opposition to what 
seems of good repute is rebuked as indifference to the 
articular evil attacked and protests against method 
on behalf of general system are waved passionately 
aside. 


“Education in fundamentals through the school 
and the press offers the only efficient resistance to 
this tendency but the public men who draw atten- 
tion to it are doing an important public service.” 

Those who think that the Sheppard-Towner 
Bill is not a long step toward the centraliza- 
tion of power in Washington and the invasion 
of the rights of the state, will read this editorial 
and wonder, if all the Bureaucrats and office 
holders have told them is true. 

When our state servants are so recklessly 
calling for unnecessary expenditures of the tax 
payer’s money, it might be a good thing for 
them to listen to what Representative Lennon 
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said according to the Legislative Correspondent 
of the Detroit Times, Feb. 9. 


“Taxes in my county have gone up 616 per cent 
in ten years and farmers are not only unable to pay 
their taxes but the situation is such that they can- 
not find a market for their farms. This state 
(Michigan) is already becoming a waste of abandoned 
farms and-if something isn’t done to stop this orgy 
of extravagance, the Michigan farmer is going to be 
driven to the wall.” 

And if you want to hear another story come 
to Detroit and hear what this city has to say. 
City activities which started in the smallest 
kind of a way and had a plausible excuse for 
being adopted have grown by leaps and bounds 
until even the playing children involves an ex- 
traordinary pay roll, play grounds of the most 
expensive character and yet when a child was 
asked why it preferred to play in the street, 


when a very beautiful play ground was across 


the road, “Gee, over there, it’s worse than 
school. Me for shinny in an alley, where some- 
body isn’t bossin’ me.” 
Something to think about in that child’s 
philosophy. 
Geo. H. Frothingham. 





A CRITICISM AND REPLY 


The Editor of the Journal of the Michigan State 
Medical Society: 


It seems rather a pity that the interpretations 
of the provisions of the Sheppard-Towner Act as 
they appear in The Journal are so consistently mis- 
leading. This is especially true with respect to the 
statements that make it appear that by means of 
this act the federal government acquires a control 
of certain state activities relating to maternity and 
childhood problems in other words, that the act 
is an invasion of state rights. 


It seems to me that no one save the particularly 
myopic can find the slightest excuse for such an in- 
terpretation. As a matter of fact, the act is so 
drawn—so worded—that there is not the slightest 
possibility of an infringement of the rights of the 
individual states by the government at Washington. 

The act offers federal aid to the states provided 
the state program meets with the approval of the 
Children’s Bureau. It permits each state to work 
out its own salvation in its own way. It makes no 
attempt to lay down any rules except that once 
the program is approved, the money accruing to 
the state under the act, shall be spent for educa- 
tion, and not for buildings, equipment and supplies. 
It leaves the state perfectly free to draw up its 
own program and to carry it out. 


If the Children’s Bureau does not approve the 
state program there is no reason why the state 
may not proceed with that program. 

The act makes it possible to put into force, aided 
by the federal government, a different program in 
each state according to the peculiar needs of each 
state. It is therefore a strengthening influence for 
state rights. In this respect it differs not at all in 
principle from the acts by which the federal gov- 
ernment has made appropriations for the improve- 
ment of state highways. 

Since the act is essentially one calling for pub- 
licity of medical affairs and for popular instruc- 
tion, and not for treatment, it belongs in the same 
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group with the.resolutions of medical societies under 
which popular instruction is being carried on. 

In addition to these remarks I wish to present 
data bearing upon what seems to have been direct 
misstatements. For instance, with reference to the 
passage of the original bill, Miss Abbott, Chief of 
the Children’s Bureau, writes: 


“The measure was actively supported by Good 
Housekeeping, which is, of course, one of the Hearst 
publications. It was, however, also actively sup- 
ported by the Ladies Home Journal, and the 
Woman’s Home Companion, and other similar 
women’s journals. The group that actually lobbied 
the measure through was not Mr. Hearst nor his 
representatives, but a sub-committee of the Women’s 
Joint Congressional Committee, which was composed 
of the following women’s organizations, all of which 
had endorsed the measure and instructed their 
Washington representatives to urge its passage: 


“American Association of University Women. 

“American Home Economics Association. 

“General Federation of Women’s Clubs. 

“Girl’s Friendly Society in America. 

“National Board of Y. W. C. A. 

“National Congress of Mothers and Parent- 
Teachers’ Association. 

“National Consumers League. 

“National Federation Business and Professional 
Women. ; 

“National League of Women Voters. 

“National Society Daughters American Revolu- 
tion. 

“National W. C. T. U. 

“National Women’s Trade Union League. 

“Council of Jewish Women.” 


With reference to the insinuation that Surgeon- 
General Cummings was forced to discontinue his 
activities against the bill, Miss Abbott writes: 

“IT am quite sure that Surgeon-General Cummings 
of the Public Health Service would entirely repudi- 
ate the statement that he was forced by the Hearst 
people to discontinue his cpposition to the bill. 
Such oppositions as the U. S. Public Health Service 
expressed to the measure in the hearings was 
wholly directed to the point as to whether it should 
be administered by the Children’s Bureau or by the 
Public Health Service. It did not do anything ex- 
cept commend the general objects of the bill.’’ 

With respect to the use of the funds, some physi- 
cians feel that perhaps they should be available to 
purchase equipment and supplies. As the act was 
originally introduced it provided that the funds 
were to be expended by the states for “provision 
of instructions in the hygiene of maternity and in- 
fancy through public health nursing, consultation 
centers, and other suitable methods; and the provi- 
sion of medical and nursing care for mothers and 
infants at home or at a hospital when necessary, 
especially in remote areas.”’ 

These specific provisions do not appear in the 
act as passed, and the only prohibitions are that 
no part of the funds is to be expended for the pur- 
chase, erection or repair of any building or equip- 
ment, or for the purchase or rental of any buildings 
or lands, or for any maternity or infancy stipend, 
gratuity or pension. (Amer. Journal Public Health, 
Sept. 1922). 

In other words, the funds are to be used essen- 
tially for instruction. 

With respect to the insinuations that under the 
act the state or its officials designated under the 
act may do what they please in maternity cases, it 
is expressly specified, “That the plans of the states 
under this act shall provide that no official, or 
agent, or representative, in carrying out the pro- 
Visions of the act, shall enter any home or take 
charge of any child over the objection of the par- 
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ents, or either of them, or the person standing in 
loco parentis or having custody of the child.” 
(Sec. 8), and further (Sec. 9), ‘‘No official, agent, or 
representative of the Children’s Bureau shall by 
‘virtue of this act have any right to enter any home 
over the objection of the owner thereof, or to take 
charge of any child over the objection of the par- 
ents, or either of them, or of the person standing 
in loco parentis or having custody of such child. 
Nothing in this act shall be construed as limiting 
the power of a parent or guardian or person stand- 
ing in loco parentis to determine what treatment 
or correction shall be provided for a child or the 
agent or agencies to be employed for such purpose.” 

With respect to the attitude of the Surgen-Gen- 
eral of the Public Health Service, it is to be remem- 
bered that the Children’s Bureau by the act of 1912 
was created “to investigate and report upon all 
matters pertaining to the welfare of children.” It 
is also to be noted that the Board of Maternity and 
Infant Hygiene consists of the Chief of the Chil- 
dren’s Bureau, the Surgeon-General of the U. S. 
Public Health Service, and the U. S.. Commission 
of Education. 

There are numerous other items that might be 
discussed but these I think are the essential ones. 

Yours very truly, 
PAUL G. WOOLLEY, M. D. 


REPLY 


One of the curious things about the Shep- 
pard-Towner Bill and its supporters is the piti- 
ful cry set up, when any one dares analyze and 
expose the fallacies of this seemingly innocent 
bit of legislation. The Michigan State Medical 
Journal has not misled its readers in calling 
attention to the provisions and lack of provi- 
sions and to the capacity for untold mischief 
of this folly bill. The Journal has presented 
plain statements of fact and the opinions quoted 
are quite as important and weighty as those 
expressed by the Ladies’ Home Journal or the 
resolutions of countless clubs and societies, the 
majority of whose members, if questioned 
would promptly reply—“What is it all about 
anyway.” 

Dr. Woolley challenges the claim that the 
Sheppard-Towner Bill is an invasion of the 
rights of a sovereign state. Here is what the 
bill provides . Judge for yourself. 

“Any state desiring to receive the benefits of this 
act shall submit to the Children’s Bureau detailed 
plans for carrying out the provisions of this act 
within such state, which plans shall be subject to 
the approval of the board (federal). If these plans 
shall be in conformity with the provisions of this 
act and reasonably appropriate and adequate to 
carry out its purposes, they shall be approved by 
the board (federal) and due notice shall be sent to 
the state agency by the chief of the Children’s 
Bureau.”’ 

“The Children’s Bureau of the DEPARTMENT 
OF LABOR shall be charged with carrying out the 
provisions of this act and the CHIEF of the Chil- 
dren’s Bureau shall be the CHIEF EXECUTIVE 
OFFICER.”’ 

“Each state shall make such reports concerning 
its operations and expenditures as shall be pre- 
scribed by the Children’s Bureau. The Children’s 
Bureau may withhold the allotment of moneys, 
whenever it shall be determined that such moneys 
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are not being expended for the purposes and under 
the conditions of this act.” 

“In other words, Michigan will be like the barn 
painter to whom the farmer said: 
interfere and I ain’t got any feeling against any 
color—use your own judgment—go as far as you 
like—but if that barn ain’t painted red and my 
kind of red, too, YOU GET NO MONEY.” 

One need be neither very short sighted nor 
far sighted to see wherein lies the power in this 
maternity bill. It lies absolutely with the Fed- 
eral Bureau of Labor in Washington. A purely 
medical bill is placed in the hands of the laity, 
when a purely medical bureau is in existence. 

If the need exists in Michigan for a Shep- 
pard-Towner Bill, this state is rich enough and 
human enough to formulate its own legislation 
—place it in control of its own people and pay 
the bills. It does not need a bone thrown in 
the guise of a Federal Aid to wake it up and 
educate it in a good cause. Why then the 
anxiety of the proponents of this measure, that 
a sovereign state should yield up its right to 
the federal government? Because it is but the 
entering wedge for further legislation. Today 
in order to get the measure adopted, the state 
is assured that it can control but if you will 
examine the literature whicli has emanated from 
the Children’s Bureau, you will find that the 
ultimate aim is a standardization of all activities 
with supreme control in the hands of the Fed- 
eral Bureau, in Washington. Today education 
is the popular cry of the day. The Chicago 
packers are “educating” people to eat more 
meat. Hundreds of thousands of dollars are 
being spent on propaganda. Everybody is 
fighting to have everybody else educated and 
so the Sheppard-Towner Bill has been tacked 
on to the popular educational and humanitarian 
kite. Soon it will be flying its own kite and 
verily the sky will be the limit. Another amend- 
ment to the constitution is what these people 
are working for; an amendment which will 
provide for Compulsory Health Insurance, 
State Medicine, Old Age Pensions, Maternity 
Benefits, the adoption of the child by the state. 
All the uplifters and welfarers will be pro- 
vided with jobs at fine salaries, good for life 
under the civil service. Removal will be prac- 
tically impossible and then after a life of self- 
sacrificing ease, they will ask for retirement on 
handsome pensions. Then you will see every 
worker with a state or federal parasite on his 
back whom he must carry and support. 

Much is made of a provision in the bill that 
no employe under this maternity bill can enter 
a home without the consent of the owner. But 
they forget to tell that this bill provides no 
penalty in case a home is forcibly entered. A 
law without a penalty is worse than no law. 

The terrible example of good roads is in- 
variably brought up in any discussion on the 
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Sheppard-Towner Bill. If the government can 
help build good roads, it can help do anything 
else. But good roads have the merit of being 
at least inter-state, while the maternity bill is 
purely a local measure and Congress has not 
as yet been given the power to control local 
affairs. 


The attitude of the Surgeon-General of the 
Health Service is readily explained. The poli- 
tically appointed Surgeon-General of the 
Health Service would find that he was in rather 
deep, if he assumed to question the attitude of 
the politically appointed Lady Chief of the 
Children’s Bureau of the Labor Department. 
What with Brigadier General Sawyer getting 
ready to amend the constitution—with the 
ladies a unit in backing up a bureau which has 
a woman for a head, mere man in the shape of 
a Surgeon General might find himself in a 
very unhealthy atmosphere. Washington isn’t 
quarreling with the woman vote at this time. 
But politics aside, it is difficult to believe that 
the Surgeon General of the Health Service 
does not believe that if there must be a matern- 
ity and Infant Hygiene Board, it should be 
under the control of the medical bureau. 


It seems to make quite a difference as to 
whose ox is gored. At the Congressional hear- 
ing on the Sheppard-Towner Bill, one of the 
ablest speakers in favor of the measure and of 
its being placed under the Labor Bureau was 
Dr. Josephine Baker. She told of her work in 
New York and that it was the purpose of the 
Maternity Board to follow along the lines laid 
down in her service. She was asked under 
what Board her work came. To which she 
promptly replied the Health Board. One of the 
committee innocently asked, wouldn’t you like 
to have it placed under the Labor Bureau, but, 
oh, no, no, no, the lady replied, really the cases 
were quite different. Dr. Baker’s service spent 
$900,000.00 for one year in New York City and 
this is her testimony as to that work. 


“Our Service,” said Dr. Josephine Baker, 
is not for the care of the sick. It is 
purely educational and teaching people how to 
keep well. It is not for nursing sick people at 
all.” 


If New York spent $900,000.00 of the tax- 
payers money on this service, what would it 
cost the rest of the state outside of New York 
City and what would it cost the country at 
large? And when a bit of milk is wanted for a 
sick babe, when a doctor is needed for a. sick 
mother, when the services of a nurse are re- 
quired, then the suffering ones must look to 
the community—the $900,000.00 a year edu- 
cational service has taught them to keep well, 
and, if they are so ungrateful as to get sick, 
why what can a poor Maternity and Infant 
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Hygiene Bill do? Talk is said to be cheap, 
but it comes high in New York according to 
Dr. Josephine Baker’s estimate. Millions for 
talk fests but not one cent for anything tang- 
ible and practical should be the slogan of the 
proponents of the Sheppard-Towner Bill. In 
the language of the street can you beat it? 


Dr. Woolley lays much stress on the Lay 
Journals which have endorsed the Sheppard- 
Towner Bill. Let us quote a few opinions from 
men of the medical profession whose opinion 
I think Dr. Woolley will agree will carry in- 
finitely more weight with the thinking man and 
woman than will those of state paid servants, 
journals, catering exclusively to women and 
organizations which do not hesitate to hail 
Russia as the saviour of the world. 

John Howland, M. D., Pediatrician in Chief 
Johns Hopkins Hospital: 


“In the first place, I am unwilling to believe that 
such emergency exists as has been claimed regard- 
ing maternal care in this country and I am quite 
sure, from considerable experience with statistics, 
that there is no basis for the statement that the 
United States stands seventeenth in maternal death 
rate. Even civilized countries have not sufficiently 
accurate statistics to enable any one to make a 
definite statement such as this. I do not believe 
that the way to improve health matters in state is 
by federal supervision or control. Public health de- 
pends upon enlightened LOCAL interest. Indeed, 
it appears peculiar to most physicians who are inter- 
ested 1n work for the benefit of children that the 
care of children should be a function of the De- 
partment of Labor. The work is now in improper 
surroundings. To increase and expand the work of 
the Children’s Bureau where it now is, is only to 
make matters worse. Finally and chiefly, I am op- 
posed to the bill because I am opposed to the grant- 
ing of subsidies to states by the federal govern- 
ment for work which is purely LOCAL in the states. 
It is to my mind an unsound financial policy and a 
dangerous step toward the centralization in Wash- 
ington of matters which properly belong to the 
states themselves.” 


Chas. M. Green, M. D., Professor of Obstre- 


tics and Gynaecology, Emeritus Harvard Uni- 
versity : 


“IT take the liberty of writing you (Hon. S. E. 
Winslow) to express my entire disapproval of con- 
gressional action for the purpose of co-operating 
with the several states in promoting the care of 
maternity, known as the Sheppard-Towner Dill. 
There are some things that are better left to the edu- 
cation of the people—guided by the medical profes- 
sion—than to undertake to further such objects by 
law. You are probably aware that the Massachu- 
Setts legislature threw out a somewhat similar bill 
this last session. It was opposed by the profession 
generally as a piece of medical communism. I sin- 
cerely hope your committee will not favor the pro- 
posed bill and put into the Children’s Bureau, which 
knows little of medicine, a problem on which medical 


men all over the country are now working for the 
general good.”’ 


F.C. Shattuck, M. D., Professor of Clinical 


Medicine, Emeritus Overseer, Harvard C ollege, 
1913-1919, etc.: 


“I write to express my disapproval of the Shep- 
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pard-Towner maternity bill as now drafted. In the 
first place I am doubtful as to the principle of the 
bill. Is nothing to be left to the initiative of the 
citizen? It seems to me we should go slow in a 
Germanic assumption by the state of all sorts of 
control of the citizen. Surely this is a matter that 
can wait for mature consideration and a time when 
public economy is less urgent.”’ 


Paul Titus, M. D., Obstetrician Western 
Penn. Hospital, Pittsburgh, Pa.: 


“Many of us feel that this measure is quite un- 
necessary. Prenatal care of prospective mothers is 
primarily a medical matter, whether the woman be 
poor or well to do, and neither class of these women 
can be cared for as they should be by a group of 
lay social service workers.” 


Dr. D. E. Sullivan, A. M. A. Delegate New 
Hampshire State Medical Society: 


“The New Hampshire Medical Society, at its an- 
nual meeting in May, 1921, adopted resolutions in its 
House of Delegates by unanimous vote emphatically 
opposed to state medicine and all such schemes, or 
either wholly or partly controlled, operated or sub- 
sidized by the state or national government. The 
Sheppard-Towner bill is included most assuredly in 
this resolution. "We protest against such destruct- 
ive measures in the name of the highest interests of 
nation and public health and fully realize the grave 
dangers that would follow enactment of such ideas 
into law.” 


Dr. Chas. E. Humiston, President Illinois 
State Medical Society: 


“There are a number of very definite reasons why 
the Illinois State Medical Society, comprising more 
than 7,000 members, is opposed to the terms of this 
bill. One of them is because it uses the practice 
of medicine as a doorway for the central govern- 
ment to invade the police power of the state under 
which the medical practice acts of all states are had 
and operate. The bill interferes with the practice 
of medicine for this reason. It appropriates money 
for the instruction of the people of the various states 
in hygiene, in maternity and the welfare of babies. 
That of itself, is doing indirectly what our form of 
government forbids to be done directly, supervising 
the practice of medicine which is delegated, or 
really belongs to the states. It does it in this way; 
the money which, of course, is collected from the 
states, as we have no other way of getting money 
in this country except by taxation, and the people 
pay it, the money which is available and the funds 
which are to be had under this law cannot other- 
wise be had by the different states until the proper 
body in the state complies with terms laid down 
by the Children’s Bureau in the Department of 
Labor. Now, that practically says to Illinois, ‘If 
you wish any of this money to spend, make your 
terms to suit us. If the terms do not suit, you 
cannot have it.’ I want to say right here that fur- 
ther taxation is perilous to the condition of things 
in this country. I travel somewhat widely and I 
meet many people and I find that the attitude of 
the public is sullen, resentful and suspicious. The 
people feel that they are being overtaxed, that their 
money has been wasted and they resent anything 
that looks like more taxes at this particular time. 
The activities contemplated by this bill I believe 
to be 95 per cent medical. It is supervising the 
practice of medicine in the different states through 
a Children’s Bureau of the Department of Labor, 
that this bill provides. That is why we object to 
it—and when I say ‘we’ I mean the doctors of IIlli- 
nois and I might just as well say the doctors of 
the American Medical Association in this wider 
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sense, because in their meeting in New Orleans a 
year ago a resolution was passed by the House 
of Delegates condemning every form of state medi- 
cine. Now we object to placing the practice of medi- 
cine or any part of it under the supervision of a 
LAY BOARD. We object to any form of state 
medicine, whether it is this or any other. We are 
‘opposed to the bill, root and branch. It is wrong 
‘in principle. The central government has no proper 
activity in this field. We object to this excursion 
‘into socialism. It is not only advice with reference 
to hygiene that this question covers, that is the 
question of the mortality of mothers and their babes. 
It is as much a question also of food and raiment. 
The bills from foreign countries referred to and 
‘quoted provide something very similar to that; I 
take it this is the opening wedge for the same kind 
of benefit in this country. While the amount of 
money here may not seem large, it is small for 
the purpose, too small to accomplish the object, 
but it is a beginning. IT WILL NEVER BE 
SMALLER. IF IT WERE BROUGHT UP TO THE 
IDEALS OF THE SPONSORS OF THIS BILL IT 
WOULD BE one billion dollars or more, instead of 
the one million, four hundred and eighty thousand. 
A doctor in Illinois is not able to practice in In- 
diana unless he is licensed by that state. The doc- 
tors are licensed by the several states. The gen- 
eral government cannot license a doctor to practice 
in the other states.’’ 


Dr. Fred H. Clark, Secretary-Editor, Okla- 
- homa State Medical Journal: 


“As the representative of more than 10,000 active 
practicing physicians of this great southwest coun- 
try, I want to express my hope that you will report 
unfavorably on the bill. First, it is the universal 
opinion of all physicians, so far as I can learn, who 
have given this matter any study, that this is the 
entering wedge looking to state medicine. I am 
sure that this country is, not yet ready to copy 
after Austria in adopting state medicine. Second, 
the financial burden, which this would entail, if 
carried to a point where it would be of the slight- 
est service to this country at large, would be as 
much as that which is being asked for at present 
for the world war; in the face of that, is it consis- 
tent for us to give consideration to a project which 
is purely an experiment and of a doubtful charac- 
ter, even at that?’’ As the representative of the 
physicians of Missouri, Kansas, Texas, Arkansas 
and Oklahoma, I beg of you that you will not make 
a favorable report upon this bill.’ 

Now let us look to some of the Lay objec- 
tors to this bill. 

Mrs. Frank B. Sanborn, President Riverside 
Neighborhood House, Massachusetts Public 
Interest League: 

“T hope the Sheppard-Towner bill will be unfavor- 
ably reported. I consider it paternalistic, futile and 
extravagant. The states are able to take care of 
their mothers and babies without federal aid; the 
provisions of the bill would accomplish no vital 
good; although an appropriation of a million and a 
half dollars is comparatively small, it represents, 
nevertheless, a good many hard earned dollars paid 
in taxes. This is no time for unnecessary approp- 
riations, however small.”’ 


Cornelia A. Gibbs, Maryland Association 
Opposed to Woman Suffrage: 


“As an organization representing conservative 
women who stand with the right minded men and 
realize our interests are identical and that there 
can be no such thing as women’s legislation, we 
wish to call your attention to the fact that though 
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we may seem to be inarticulate because we main- 
tain no lobbies in Washington, yet in the last elec- 
tion we stood with our men and spoke in no un- 
certain terms. No obscuring sentimentalism can 
save us after we once begin to create a paternalism 
in place of the real democracy that was given us 
by our fathers. We want to warn you against being 
forced into action on the ground that 10,000,000 
women are demanding the passage of the Sheppard- 
Towner bill. A high handed way has been found 
of stampeding organizations; a small group will 
claim that they speak for thousands and, on inves- 
tigating, you will find that these groups are made 
up of childless women, whose interference would 
be resented by the mothers of America if they knew 
the government was being urged to put mothers on 
its pay roll and to make children wards of the 
state.” 


Massachusetts Civic Alliance, 
Burnstead, Secretary: 

“The reasons behind the legislation are political. 
It is mothered by political organizations. It will 
enable positions to be created that it may be pos- 
sible to use in rewarding and giving new life to 
organizations which are no longer inspired by the 
‘Votes for Women’ slogan since the nineteenth 
amendment took from that mission. We plead for 
return to early standards of self-reliant parenthood, 
the fulfillment of nativity vows by men making 
them at the altar and not by the states relieving 
the husband from them and for the perpetuation of 
the priceless institution of the family physician, 
which abroad has too largely disappeared to make 
place for the panel doctor.” 

Read both sides of this controversy, Dr. 
Woolley and you will find that the real physi- 
cian, the man who is going about his day’s work 
with love of humanity in his heart, anxious and 
willing to do all he can to lighten the burden 
of the sick, is opposed to the Sheppard-Towner 
Bill. You will also find that the state paid 
servant, the sanitarian, the salaried men of the 
medical profession are the ones who are fight- 
ing for the bill—not for a love of humanity— 
not for any desire to help the mother and babe 
but for self interest pure and simple. Why 
work long hours, why use up strength and 
energy ofttimes without a cent of material 
reward, when a state stands by with what ap- 
pears to be the purse of Fortunatus to give 
good jobs, short hours, pay sure, with always 
a chance to enact a civil service law and then 
the “Pension on Retirement”? When we are 
all paid by the state, who will pay the freight? 
That is the question that will not down even in 
Russia. 


Eben W. 


George E. Frothingham, 
Chairman, Committee on Civic and 
Industrial Relations. 





Editorial Comments 


The Sheppard-Towner bill is a mixture of 
paternalism, socialism, state medicine and politics. 
We, in Michigan can well get along without these 
four undesirable systems. 
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turns. It must be filed by March 15th. Failure to 
do so renders you liable to a penalty fine. If 
you haven’t made your return, we urge that you 
get busy today. 


The Legislative Bureau of the American Medical 
Association is prepared to aid state and county so- 
cieties by supplying material and authentic state- 
ments upon legislative matters and to assist these 
organizations in the solution of the problems that 
arise as the result of legislation. This is a valu- 
able service that should be made use of by com- 
mittees and members. 





Dr. Baker, Secretary of the Oakland County, Med- 
ical Society, is revealing commendable activity in 
the performance of his official duties. A recent 
method for reminding members of the meeting dates 
has been devised by him in the form of a tag to be 
tied to the telephone. It gives the speakers and 
topics for the next six meetings. It is just such 
thought and activity that makes for a live county 
society. 





Maine, Massachusetts and New York states have, 
by acts of their legislature, declined to accept the 
provisions of the Sheppard-Towner bill. Massa- 
chusetts is testing the constitutionality of the law 
in the supreme court of the United States. An 
opinion, it is stated, will be rendered during the 
present term. Why should Michigan relinquish 
its independence and provide a field for the ram- 
page of federal office holders and inspectors to 
spread socialistic propaganda? 





The federal government has failed miserably in 
providing medical care and assistance to our ex- 
service men. Today the Veterans’ Bureau is a mass 
of red tape, paper work and unessential detail. It 
employs a totally unnecessary number of individuals 
who are incompetent and who are soldiering on the 
job while the ex-service man, meritous of better 
treatment, pays the price. We may expect similar 
results if the federal government undertakes to 
supervise the medical care of pregnant women and 
we will pay the taxes. 


In an editorial in this issue we discuss the profes- 
sion’s responsibility to the public. The discussion 
is limited to our obligation to provide adequate 
prenatal and obstetrical services and advice. The 
point is made that the public is in need of educa- 
tion on the subjects. Undoubtedly the proponents 
and sponsors of the Sheppard-Towner law will claim 
that that is what the Sheppard-Towner law seeks to 
provide. We admit that such may be the ostensible 
provision of that law. We are convinced, however, 
that it has a farther reaching intent. "We object 
and oppose the entrance of state appointees, office- 
seekers and employees as the educational instructors 
who will endeavor to disseminate this education. 
It is held that we, the medical men and hospital 
directors of the state, shall assume this obligation 
and keep the educational work out of the clutches 
of the politicians. 


Fishbein, that’s his name. Besides being the as- 
sistant editor of the Journal of the American Med- 
ical Association, a genial host, a fountain of know- 
ledge, he is also a dangerous adversary across the 
table when the green cloth is spread. Incidentally, 
he compiles the “Tonic and Sedatives” copy and 
incidentally writes some things that are not only 
original, but also possess merit. In a recent issue 
he had a very good reply that a doctor can make 
in answer to the individual who seeks your opinion 
as to whether they should consult a member of one 
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of the cults. Answer them by asking the question, 
“Would you employ an umbrella mender to repair 
your eighteen jeweled watch?” or “A carpenter to 
tune up and repair your automobile?” To be fair 
to Fishbein, we must state that the first one was 
told in a story and the latter query originated else- 
where. However, these questions may, when they 
are tactfully employed, cause someone to think 
twice. 


To the Fellows of The American College of Surgeons: 

The Seventh Annual Clinical Week of The Ameri- 
can Congress on Internal Medicine, will be held 
under the direction of the American College of 
Physicians in the Amphitheatres, Wards and 
Laboratories of the leading institutions for practice 
and research at Philadelphia, April 2-7, 1923. 

The advantages and privileges of the sessions are 
available to a limited number of our Surgical Con- 
freres. ‘‘Guest Tickets,’’ admitting the holder to 
all features of the week’s work, will be issued, upon: 
application to the Secretary-General, at the nominal 
rate of five dollars. Requests should be made im- 
mediately. 

Hotel headquarters—Bellevue-Stratford. 

Address all enquiries respecting ‘‘Guest Tickets,” 
hotels, program, railway rates, etc., to the Secretary- 
General. 

FRANK SMITHIES, Secretary-General, 1002 N. 
Dearborn Street, Chicago, Il. 

JAMES M. ANDERS, President, Philadelphia, 
Pa. 


Coming home on a train the other day, we ‘“‘sat 
in’? on the usual smoking room conversation where 
the destiny of man and the problems of the universe 
are solved. There was the usual garrulous and 
‘know-it-all’? and the objectionist. Though appar- 
ently reading a book, we “tuned in’ and listened. 
The life and accident insurance man started a dis- 
cussion on the recognition the cults were obtaining. 
Among other things he stated that where formerly 
to obtain death, sickness or accident benefits a cer- 
tificate was always required from a physician. That 
this was a requirement set forth in the body of 
the policy. Now, however, he stated that require- 
ment was removed from the policy and that cer- 
tificates from members of the cults were being ac- 
cepted for sickness and accident benefits. This was 
a surprise, for we had never heard this statement 
made. Will those of our members who are identi- 
fied with insurance companies, write and tell us if 
that statement is true? If so, you have a few 
more things to think about. 





Dr. William M. Donald, president of the Wayne 
County Medical Society, on Feb. 38rd delivered a 
talk on ‘‘Medical Standards” through the Free Press 
Radio Broadcasting station. In his lecture the doc- 
tor set forth the standards that govern the profes- 
sion in distinction to the standards observed by 
the quacks and cults. He disaussed and gave illus- 
trations how the science of true medicine was de- 
veloped and how advancement is being daily 
achieved. He gave splendid reasons why one should 
be educated and well grounded as to anatomy, 
physiology, bacteriology, diagnosis and pathology 
and why it takes study and time to become con- 
versant with the fundamentals. He also set forth 
the reasons for our existing standards and why 
they are maintained. 

It was a lecture that imparted to the public the 
information that they should have and of which 
we have been far too silent. When the people 
learn the basic facts regarding scientific medicine 
they will readily desert the cults. We trust Wayne 
county will continue to impart this information, so 
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well begun by their president, and utilize as much 
as possible their broadcasting station. 


We have seen sample pages of the first copy of 
Hygeia. This magazine, published by our national 
association, will be an organ that gives authentic 
information on health, disease and disease preven- 
tion, based upon the scientific principles of medical 
knowledge. It is written for the public and in a 
language that it can understand. It will be circu- 
lated by subscription and by sale on news stands. 
It is bound to exercise an increasing desirable in- 
fluence upon the public knowledge and opinion 
regarding scientific medicine. The degree and ex- 
tent of that influence is dependent, in a measure, 
upon the activity that doctors manifest in causing 
it to have a wide distribution in their respective 
communities and among their patients. We urge 
that you subscribe for it personally and place it on 
your reception room table. It would be desirable 
if you cause your County Society to do as did the 
Alleghaney, Pa., County Medical Society—sent a 
paid subscription for every teacher in the schools 
of Pittsburgh. The subscription is only one dollar 
for the remainder of the year—eight issues. Per- 
sonally, you might well subscribe for some of your 
lay friends. To repeat, Hygeia merits and should 
receive your support. You should make it your 
duty to cause it to enter the homes of your patients 
so that they may profit by reading it. It is a maga- 
zine that will enlighten the people in regard to 
your professional work and will refute the claims 
of the cults by supplying the people knowledge re- 
garding the truths of modern medicine. 


With the action of the commonwealth of Massa- 
chusetts against the federal officials who administer 
the maternity and infancy act pending in the United 
States Supreme Court, another lawsuit against 
these officials was brought on December 20 by Har- 
riet A. Frothingham in the Supreme Court of the 
District of Columbia. Mrs. Frothingham, who is a 
resident of Massachusetts, sues as a taxpayer of 
the United States and claims congress exceeded its 
powers in passing the legislation. She asserts that 
it interferes with state rigths and personal liberty. 

The state of Massachusetts has not accepted the 
provisions of the act and Mrs. Frothingham says 
she will be compelled to pay taxes toward the an- 
nual exnense provided for in the bill, and thus be 
required to pay for advantages to other states. She 
savs her right as a citizen has thus been invaded 
and violated. Congress has no power, the court is 
told. to enact such legislation, as it is wholly and 
exclusivelv within the jurisdiction of the several 
states. Congress also undertakes by this bill, it is 
stated, to delegate to the board of maternity and 
infant hygiene and to the Children’s Bureau, power . 
to legislate with respect to the provisions of the 
bill. a power which cannot be delegated. 

Named as defendants are the Secretary of the 
Treasurv: Grace Abbott, chief of the Children’s Bu- 
reau: Hugh S. Cumming, Surgeon General of the 
Public Health Service; and John J. Tigert, Commis- 
sioner of Education. 

The case goes upon the court calendar and will 
be taken up in due course of time. 


“Recently I had occasion to do a little investiga- 
tion reeuiring calls on a number of physicians, sev- 
eral well known to the profession and others not 
so vrominent. With few exceptions the offices vis- 
ited were not attractive and in several instances 
auite the opposite. One office was so revellant that 


a description of it may promnt some other nhysi- 
cian to walk around the block and approach his 
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office as if he was a prospective patient and register 
each impression from the front door to his office 
door to see if some change in surroundings might 
not contribute to greater success. 

The porch floor was unswept. The door bell had 
a card saying ‘‘Bell out of order.”” The second knock 
brought to the door a slouchy negro girl with 
frowsy hair and soiled apron who opened the door 
a few inches to see if it was a holdup man or a 
peddler. She admitted me to a dark hall through 
which I passed to a dingy middle room adjoining 
the office. The furniture was antiquated and 
shabby. The walls had not been papered in many 
years and on them hung crayon portraits and 
other monstrosities of decades ago. The carpet 
was threadbare and a wobbly center table held mag- 
azines, none less than a year old. No patients 
were waiting and the uninviting surroundings an- 
swered for me the reason why. 

“T am tempted, with apologies to Walt Mason, 
to pen the following: If I was a doctor, before an- 
other sun rose, I’d tog myself out in a new suit of 
clothes and cover my waiting room with a rug 
so rare that my patients would rub their eyes and 
stare. I’d buy for my office the best that I could 
pick, if I hadn’t the price I’d do it on tick. Then I’d 
have a nifty maid to swing the door open wide and. 
invite them with a smile to see the doctor inside; 
and I’d charge an extra buck for each call, by 
jing, and soon I’d have a brand new car’n every- 
thing.—C. H. Graves, in Philadelphia Weekly 
Roster.” 

The above, taken from the Bulletin of the A. M. 
A., is very pertinent. If you have been content 
with any old kind of an office it is high time that 
you ‘“‘spruced up.” It doesn’t matter whether you 
are doing a good business or not. People may 
come now, but how long will they continue to come? 
You cannot afford to maintain a dirty, poorly fur- 


nished office. It speaks ill of you and the profes- 
sion. 


The use, the indication, the value of vaccine 
therapy by the employment of stock or autogenous 
vaccines is still a much debated subject. It is by 
no means of determined value. Some doubt exists 
as to whether it has any value. We recognize that 
at times it is used intelligently and apparently ef- 
fectively. Again the opposite is true. Some there 
are who commercialize its administration and give a 
series of “shots”? at so much per, any time they 
can for any condition that exists and to anyone 
they can induce to take it. 

Recently we visited with an internist of interna- 
tional reputation. The subject was under discus- 
sion. This eminent internist had recently addressed 
the following letter to thirty leading and recognized 
clinicians in the United States: 

“In my experience the therapeutic use of either 
stock or autogenous mixed vaccine has resulted in 
no appreciable benefit in the treatment of acute 
infectious diseases or in chronic general diseases. 
In my experience the use of stock or autogenous 
vaccine of a single strain has apparently been of 
benefit, but not uniformly so in the treatment of 
chronic local infections such as furuncle of the 
skin, colon bacillus infection of the urinary tract 
and perhaps one or two other local disorders.” 

“For my information will you please express your 
opinion, based upon your clinical experience, of the 
use of mixed stock or autogenous vaccine in the 
treatment of acute or chronic general disease and 
of local infections.”’ 

The reply from these thirty clinicians, men of 
large private and hospital practices, was as fol- 
lows: All of them denied having witnessed any 
appreciable benefit from the use of stock or auto- 
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genous mixed vaccines in the treatment of either 
acute or chronic general diseases. Some of them 
testified to having witnessed evidences of harm 
from the use of these vaccines in acute infections 
and in chronic general disease. 

A majority of them gave evidence of having ap- 
parently seen benefit in furuncle, colon bacilluria 
and chronic bronchitis. All testified that the re- 
sults were not uniform and some doubted their 
specific nature. Some ventured the opinion that 
the effect of the vaccine was that of a non-specific, 
protein with an anaphylactoid effect. 

Such opinions merit respect and should be remem- 
bered when we think of vaccine therapy. Has it 
any real value other than that stated in the last 
sentence above? f 


CUCKOO, COUE, GOOD BYE 

There’s a song that folks are singing; in my head 
it keeps on ringing; it’s called ‘‘Toot, Toot, Tootsie, 
Good Bye;” if I only could forget it, I am sure I’d 
not regret it, and for ‘‘Toot, Toot, Tootsie,’ not 
sigh. Then a phrase folks keep on saying, all the 
work of life delaying, and by murmuring these 
words they think their troubles they can skip; ‘‘Day 
by day in ev’ry way” is the start of what they 
say, in the catchline of the Frenchman who came 
over on the ship. If you get bumped on the head, 
do not fear you may be dead, just say ‘‘the pain is 
passing,’’ though you see the milky way; if your 
tummy starts to quiver, do not lie in bed and shiver, 
just get up and tend to business, you’ll get better 
day by day. ‘‘Day by Day in Ev’ry Way, We Are 
Getting Better ’n Better! Noon by Noon There’s No 
Saloon, But It’s Getting Wetter’n Wetter! So and 
so You Owe Some Dough and You’re Getting Debter 
‘and Debter! If your Wife Would Have Some Strife 
You Had Better Let ’er ’n Let ’er! If the Hen 
Would Have Some Chicks You Will Have to Set 
‘er ’n Set ’er! These are samples of the sayings 
we are tortured with today! 


What to do between the two: “Toot, Toot, Toot- 
sie’ and old Coue, is a question that disturbs me 
every time I try to think, and I’m longing for the 
hour when the gold will cease to shower and he’ll 
feel that he has plenty to go back across the drink. 
Then I’ll change the tune I’m chanting, modify the 
one they’re ranting, and the phrase I can’t escape 
will be a farewell full of joy; no more will the 
crowd be loco with these catchlines in their coco, 
and they’ll all sing to the Frenchman, shouting 
loud, “Ship, Ship, Ahoy!” 


“Cuckoo Coue, Good Bye; 

Cuckoo Coue, you're sly; 

You are the king of Pollyannas; 

For you the whole world shouts Hosanas; 
Cuckoo Coue, Good Bye 

Cuckoo Coue, don’t cry, 

Since you are sailing off today, 

We’re feeling better every way; 

Toot, toot, cootie, good bye!” MF. — 





RESOLUTIONS PASSED BY KENT COUNTY 
MEDICAL SOCIETY 
_ Whereas, At the request of the State Commis- 
Sloner of Health this state has elected to temporarily 
rae the provisions of the Sheppard-Towner bill, 
Whereas, The present legislature is confronted 
with the necessity of passing an enabling act to 
continue to receive the benefits, so-called, of the 
Sheppard-Towner law, and 
Whereas, This bill and this type of legislation is 
of a type that establishes a group of bureaucrats 
and federal interference with state rights, and 
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Whereas, It is in conflict with the opinions re- 
flected by the A. M. A. and our State Society upon 
this class of so-called state or socialistic medicine 
and federal dominancy of medical practice; 

Therefore, Be It Resolved: That the Kent County 
Medical Society disapproves the passage of this en- 
abling act or any similar act that will cause such 
type of legislation through its provision to secure 
a hold upon the public and herd and corral them 
into clinics controlled and dominated by federal 
and state officials. 

Be It Further Resolved: That this opinion and 
action be conveyed to the Governor and our repre- 
sentatives in Lansing in an emphatic protest and a 
respectful request that they defeat the passage of 
such acts or bills. 


Correspondence 


The Editor of the Journal of the Michigan State 

Medical Society: 

At the meeting of the Council recently held at 
Ann Arbor during the discussion of the Sheppard- 
Towner Bill, I unknowingly made some incorrect 
statements about letters sent out by the State 
Board of Health to prospective mothers. 

Dr. Florence A. Browne, Assistant Director, 
Bureau of Child Hygiene and Public Health Nursing 
of the Michigan Department of Health sent me a 
series of letters intended for expectant mothers 
for my criticisms. From her communication I 
judged that these letters were being issued from 
lists obtained from the Bureau of Vital Statistics 
when in reality, as I have been assured by Dr. 
Browne, corraborated by Dr. Olin, the series in 
question was a new one and had never been issued 
in the manner assumed. 

My remarks at the meeting were made in abso- 
lute good faith, and I am extremely sorry that they 
went uncontradicted by Dr. Ramsey who repre- 
sented the State Board of Health in Dr. Olin’s 
absence. 

I desire to make this public apology for my error 
as I have privately expressed regret, for my mis- 
interpretation, both to Dr. Browne and Dr. Olin. 

Yours very truly, 
REUBEN PETERSON. 


Deaths 


Dr. Oscar G. Cowley was born Jan. 23, 1881 and 
died Jan. 30, 1923. He was a graduate of the 
Detroit College of Medicine and the University of 
Michigan. 











Dr. John R. Jones, Detroit, Honorary member, 
died Aug. 2, 1922. 





Dr. J. A. Belanger, Detroit, died Jan. 13, 1923 
in Paris, France. 





Dr. P. H. Gunsallus, Bronson, died Dec. 28, 1922 
after a short illness. 





Dr. James E. Peltier, Newaygo, died Jan. 8, 1923. 





Dr. Leland S. Weaver, White Cloud, died Jan. 8, 
1923. 





Dr. C. J. Larson, Negaunee, Michigan, Medical 
Department of the University of Michigan, 1904, died 
Jan. 11, 1923 of uraemic poisoning. 

Dr. Larson was born at Palmer, Michigan, June 
2, 1881. Following his graduation at Ann Arbor he 
served as an interne in the Milwaukee Hospital 
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after which he entered into mining practice with 
Doctors Sheldon and Andrus of Negaunee, Mich- 
igan, For the past ten years he had acted in the 
capacity of full time health officer of Negaunee 
where his efficient services demonstrated the true 
value of a full time health officer in a city of less 
than 10,000 inhabitants. 

Dr. Larson served in the late war and was com- 
missioned as Captain. He was a member of the 
American Medical Association, Michigan State 
Medical Society, Upper Peninsula Medical Society 
and the Marquette-Alger County Medical Society. 


State News Notes 


COLLECTIONS 
Physicians’ Bills and Hospital Accounts collected 
anywhere in Michigan. H. C. VanAken, Lawyer, 
309 Post Building, Battle Creek, Michigan. Refer- 
ence any Bank in Battle Creek. 








WANTED 
A good Doctor for a village of about 350 popu- 
lation with good surrounding territory. <A hustler 
ean run around $4500 or $5000 per year. For 
further particulars enquire of Lumber Exchange 
Bank. Michigan Medical Journal, Lansing, Mich. 


Dr. J. T. Cramer has been confined to his home 
on account of illness. 





Dr. Chas. Teifer spent a few days in Detroit 
during the holidays. 





Dr. D. E. Welsh of Grand Rapids is spending 
two months in Florida, Cuba and Panama. 





Dr. A. P. Biddle attended the wedding of Dr. C. 
H. Johnston’s daughter in Grand Rapids on Feb. 10. 





Dr. T. B. Cooley of Detroit was recently elected 
a Director of the American Child Health Association. 





There were 12 deaths among the membership of 
the Wayne County Medical Society during 1922. 





Dr. and Mrs. W. E. Keane of Detroit announce 
the birth of a daughter, Mary Louise, Jan. 18, 1923. 





Dr. Constantine L, Oden of Chicago has located 
in Muskegon and has offices at 113 W. Western 
Ave. 





Dr. R. J. Hutchinson of Grand Rapids spent three 
weeks at Biloxi, practicing for his summer golf 
tournaments. 





Dr. C. H. Best of Toronto gave a talk on ‘“‘Insulin’”’ 


before the Henry Ford Hospital Medical Society, 
Jan. 4, 1923. 





Dr. J. T. Case of Battle Creek is in the party of 
Fellows of the American College of Surgeons on a 
South American tour. 





Dr. and Mrs. H. Wellington Yates of Detroit an- 
nounce the engagement of their daughter, Dorothy 
Margaret, to Sidney B. Coates. 





Dr. and Mrs. Carl C. McClelland of Detroit an- 
nounce the birth of a daughter, Barbara Jane, born 
Tuesday, Jan. 23, 1923. 





Dr. James A. Rowley announces the opening of 
offices in the Genesee Bank Building, Flint. 
tice limited to eye, ear, nose and throat. 


STATE NEWS NOTES 
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Doctor Neil Bentley read a paper on “Some 
Submucous Problems” before the Detroit Ophthalmo- 
logical and Otological Club, Feb. 7, 1923. 





Dr. R. R. Smith of Grand Rapids addressed the 
Detroit Academy of Surgery, Jan. 12, 1923, on 
“Diagnosis and Treatment of Breast Cancer.’ 





Dr. H. L. Ulbrich read a paper on “X-Ray Treat- 
ment by means of Deep Therapy” before the Detroit 
East Side Physicians’ Society, Jan. 4, 1923. 





. Dr. C. H. Judd was re-elected Chief of the Medical 
Staff of the Woman’s Hospital, Detroit, at the an- 
nual meeting, held Jan. 16, 1923. 





Dr. Fred C. Kidner read a paper on ‘‘Coxa Vara 
in Adolescants’” before the Detroit Academy of 
Medicine, Jan. 23, 1923. 





Dr. James H. Boulter, Second Vice-President of 
the Canadian Club of Detroit, has been made a life 
member because he secured so many new members. 





Dr. and: Mrs. E. T. Tappey left Detroit about 
Feb. 1, 1923 for Pasadena, They will spend the 
rest of the winter in that place. 





The winter home of Dr. and Mrs. Harry Torrey 
of Detroit, near Savannah, Ga., was completely 
destroyed by fire the latter part of Jan. 1923. 





The next annual meeting of the American Con- 
gress on Internal Medicine will be held in the 
Bellevue-Stratford Hotel, Philadelphia, April 2-7, 
1923. 





Dr. T. B. Cooley read a paper on ‘‘The Causes of 
Obscure Fever in Infancy and Childhood” before the 
Detroit West Side Physicians’ Association, Jan. 11, 
1923. 





Dr. George G. Barnett has been appointed full- 
time Health Officer of Ishpeming to fill out the 
unexpired term of Dr. David Littlejohn who re- 
cently resigned. 





Dr. E. L. Keyes of New York City read a paper 
on “Prospects of the Prostate’ before the Detroit 
Branch of the American Urological Association, 
Jan. 18, 1923. 





Doctor R. J. Harrington has been appointed 
Health Officer of Muskegon to succeed Dr. Charles 
Smith. Dr. E. S. Thornton was recently re-elected 
Chairman of the Board of Health. 





Dr. Worth Ross has resigned as Director of the 
Division of Child Hygiene of the Detroit Depart- 
ment of Health (after 12 years’ service) and Dr. E. 
W. May has been appointed in his place. 





At the annual meeting of the Tuberculosis Society 
of Detroit and Wayne County, Dr. H. M. Rich was 
elected Vice-President and B. R. Shurly a member 
of the Board of Trustees. 





Dr. S. A. Jackson and family left Muskegon 
Jan. 9 for New Orleans where the doctor will com- 
bine a vacation with some post graduate work at 
Tulane University. 





Dr. J. M. Southerland read a paper on ‘‘Treatment 
of the Radical Mastoid by the India Rubber Balloon 
Method,” before the Detroit Otolaryngological So- 
ciety, Jan. 17, 1923. _ 
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The American Dermatological Association will 
hold its Annual Meeting in Ann Arbor, June 7-9, 
1923. This promises to be a splendid meeting with 
a program of unusual interest. 





Dr.. William H. Welsh, Director of the Johns 
Hopkins School of Hygiene and Public Health, has 
recently been elected an Honorary Member of the 
Societe Royal des Sciences Medicalles et Naturelles 
of Brussels. 





The Detroit East Side Physicians’ Society passed 


a motion, Jan. 18, 1923, expressing its disapproval 


of the Sheppard-Towner Bill and endorsing the 
activities of the Legislative Committee of the Wayne 
County Medical Society. 





Miss Erma Parker, chiropractor, was found 
guitly, Jan. 16, 1923, in the Circuit Court at Hills- 
dale, of the charge of practicing medicine without 
having filed a certificate of registration with the 
court clerk. 





Dr, Paul Eisen presented a paper on ‘‘The Com- 
bined Methods of Surgery, Radium and X-Ray in 
the Treatment of Malignant Conditions,’’ before the 
Detroit Roentgen Ray and Radium Society,. Jan. 
10, 1923. 





The death rate of the ten largest cities in the 
United States for 1922 is as follows: Cleveland, 
10.38; Detroit, 11.1; Chicago, 11.2; New York, 11.9; 
St. Louis, 12.5; Philadelphia, 13.2; Baltimore, 14.2; 
Pittsburgh, 14.2; Boston, 14.8; and Los Angeles, 
15.2. 





During the last three years the Detroit Depart- 
ment of Health has refused or revoked permits for 
about 300 midwives. A few years ago about 180 
midwives were at work in Detroit. Today there 
are 40 with permits. Examination and inspection 
by this department have ruled out these unfit to do 
this work. 





The Regents of the University of Michigan an- 
nounced, Jan. 26, 1923, that advanced student fees 
will be in effect, dating from autumn semester. 
The greatest increase will be paid by students in the 
medical school and the dental college where the 
increase is $38 for residents of Michigan and $58 
for all others. For other school and colleges, the 
increase is $3. 





The Beaumont Lectures for 1923 were delivered 
before the Wayne County Medical Society, Jan. 29-30, 
1923. Dr. J. R. Macleod, Professor of Physiology, 
University of Toronto, delivered the first two lec- 
tures on ‘“‘The Physiology and Pathology of the 
Pancreas and Demonstration of New Discoveries 
of Pancreatic Hormones.’ Dr. Banting of the 
University of Toronto, delivered the third lecture 
on “Clinical Work on Insulin.” 





Harry L. Wise, agent for Daniel L. Smith of the 
“Vitalizer’” Company, with offices on West Con- 
gress St., Detroit, was fined $60, with an alternative 
of 30 days in the House of Correction. He pleaded 
guilty to a charge of violating the medical law 
before Judge P. W. Marsh, Jan. 12, 1923. Smith 
was fined $100 on the same charge two days earlier. 
(The Michigan Medical Act is the only medical act 


in the United States which is effective in cases as 
above.) 





It has been reported that William H. H. Miller, 
former head of the Department of Registration 
and Education of Illinois, was found guilty, Jan. 
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27, 1928, of selling physicians’ and pharmacists’ 
licenses to persons unfit to receive them, of raising 
examination grades, and of selling questions in 
advance of state examinations. He was fined 
$1,000. Dr. N. Odeon Bourque, head of the ‘Chi- 
cago Medical School” where, it is asserted, doubtful 
candidates prepared for the examinations, was fined 
$250. K. A, Fries, Miller’s son-in-law, a former 
official of the department, was found not guilty. 





Post graduate study looms up large in these 
days of highly specialized professional work, and it 
certainly applies to the medical profession. Study 
does not end at graduation—in the fuller and larger 
sense it only begins. This is not written as a 
dissertation on or defense of post-graduate study, for 
certainly the latter is unnecessary, but is meant to 
draw attention to certain classes that for three 
years have been held at the Women’s Hospital, 
Detroit. 

The scope and importance of these classes have 
assumed large proportions, they have been organ- 
ized with the avowed purpose of increasing their 
usefulness, and now constitute a substantial nucleus 
of what, in time, is fully expected to develop into 
a large post-graduate school. This in fact is the 
ultimate aim and object of the classes. 

It is indeed gratifying that this plan of post- 
graduate teaching is proving popular, and consider: 
ing the important place that Detroit and Michigan 
holds in a progressive sense, it is probably not too 
early to say that when a Detroit post-graduate 
school does materialize and assume its proper place 
in the educational world, it will attract forward- 
looking men from all over the country, and in time 
rival the clinics of the Massachusetts General Hos- 
pital. 

In succession Doctors James E. Davis, R. B. 
Hoobler, H. W. Plaggemeyer, Harry B. Schmidt, 
J. H. Hathaway, and Max Ballin have conducted 
lectures and demonstrations, while in the immediate 
future Doctors C, Hollister Judd, Myra Babcock and 
others are scheduled to initiate a series. In addition 
a post-mortem class is being formed. 

The attention of all Michigan medical men is direc- 
ted to these classes which are under the direction of 
Dr. J. L. Chester as President, and J. A. McGarvah 
as Secretary. They deserve the ungrudging sup- 
port of the entire profession. 





County Society News 


OAKLAND COUNTY 


A meeting of the Oakland County Medical Society 
was held Wednesday, Jan. 17, at the Mandarin Inn, 
Pontiac. 


Although fewer were present than usual, owing 
to the large amount of sickness prevalent at the 
time, a very good program was put through. 

Following the dinner Dr. A. V. Murtha of Pontiac 
read a paper on the Anemias and Hemorrhage, 
treating mainly the subject of blood transfusion, 
it’s indications, contra-indications and the increas- 
ing usefulness of this measure. 

The Neuropathologic phases of certain anemias 
was discussed by Dr. Irwin H. Neff of Detroit and 
Birmingham, and Dr. Robert H. Baker of Pontiac 
told us of surgical points of interest in connection 
with the subjects. 

The meeting was adjourned to be followed by 
another set for Jan. 31. 

DR. FREDERICK A, BAKER, Secretary. 

The meeting held at the Mandarin Inn on the 
17th was a “humdinger.” Dr. Murtha read a very 
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good paper, which was freely discussed. Although 
few were present, owing to the unprecedented sick- 
ness prevalent, those who were there, went away 
highly satisfied. The Secretary feels good over 
the results obtained thus far. 


The long-looked-for schedule is enclosed. Look 
it over and, if there’s anything in it you don’t like, 
tell it to a policeman. 

A letter was compiled, regarding the stand of the 
profession regarding Chiropractors and Chiropractic. 
A copy was mailed to each of our county representa- 
tives in the state legislature. 


It behooves each medical man in the state to get 
busy with the Chiropractic Legislation, coming up 
soon, and kill any chance of it’s passing the houses. 
Every man in this County Society should write a 
letter to the representatives, telling them to rate 
right. 

The next meeting is to be held at noon on the 31st 
day of this month at the Board of Commerce, Pon- 
tiac. We entertain, and will be entertained by Dr. 
Deacon of Lansing. He’s one of the best talkers 
in the state. For heaven’s sake be there and hear 
him! Drs. Neafie and Brannock will discuss. 


No other notice will be sent you. If you cannot 
attend send me word, otherwise I shall prepare 
for you. 

DR. FRED BAKER, Secretary. 


OAKLAND COUNTY 


A meeting of the Oakland County Medical Society 
was held January 31st, 1923, at the Board of Com- 
merce, Pontiac. Noonday luncheon was served. 


After the reading and approval of the minutes 
of the previous meeting, the paper of the day was 
called for. 


Dr. W. J. V. Deacon, State Epidemiologist of 
Lansing, gave us a very good talk on “Immuniza- 
tion in Diphtheria and the Relational Value of the 
Schick Test.” ‘ 


Following this paper, a letter was read from the 
State Society Committee on Civic Relations, regard- 
ing the Sheppard-Towner bill. 

A resolution was passed registering the Society’s 
disapproval and requesting our Secretary to ac- 
quaint our representatives in the State Legislature 
of this fact, together with the admonition to fight 
this bill in every respect. 

President Castell appointed a Committee on Pub- 
lic Health and Education to collaborate with our 
Health Department. 


Frederick A. Baker, Secretary. 





GRATIOT-ISABELLA-CLARE COUNTY 


The January meeting of the Gratiot-Isabella- 
Clare County Medical Society was held in Brainerd 
Hospital Clinic Thursday, Jan. 25 at 2 p.m. In the 
absence of President Brandstetter, Vice-President 
DuBois called the meeting to order. Minutes of the 
annual meeting were read and approved. A num- 
ber of communications were read and placed on 
file. 

Dr. J. A. Reeder read a paper entitled ‘The 
Business End of Our Profession.” The paper was 
both witty and serious, and provoked more than 
the usual discussion. A number of requests were 
made that we have it published in the State Journal. 
Along with this Doctors Abbott and Young related 
their experience in having a Chiropractor at Shep- 
herd arrested. At the preliminary hearing he was 
bound over to the Circuit Court for trial in February. 
We will likely hear more of this for the man con- 
tinues to advertise and treat, or adjust all who 
come to him. 


COUNTY SOCIETY 
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The following resolution was unanimously car- 
ried, ‘‘Resolved, that the proceedings lately started 
in Isabella County to suppress the illegal practice 
of medicine by the Chiropractor is heartily ap- 
proved by the Gratiot-Isabella-Clare County Medi- 
cal Society.”’ 

Dr. W. G. Young then read a short history of 
Pasteur and his achievements. 

President Brandstetter is in St. Josephus Hos- 
pital, Ann Arbor, for treatment. 

E. M. HIGHFIELD, Secretary. 


KENT COUNTY 


The annual meeting of the Kent County Medical 
Society was held at the Mandarin Inn, Grand Rap- 
ids, and was preceded by a dinner complimentary 
to the Society at which a vaudeville act with a jazz 
band from a local theatre was featured. The elec- 
tion of officers resulted in the unanimous election: 
of Dr. R. J. Hutchinson as President; Dr. R. C. 
Breece, Vice-President; Dr. Frank C. Kinsey, Sec- 
retary-Treasurer; and Dr. G. L. McBride as Defense 
League Representative. Delegates tio the State 
Society were Doctors C. C. Slemons, A. V. Wenger, 
Alden Williams and J. D. Brook. Alternate Dele- 
gates were Doctors H. J. Pyle, Wm. Wilson, E. N. 
Nesbitt and A. H. Edwards. 


. On Jan. 11 a public mass meeting was held at 
the Press Hall under the auspices of the Society. 
Dr. O. P. Kimball of Cleveland spoke on ‘‘The Cure 
and Prevention of Adolescent Goiter.”’ 


On Jan. 25 occurred the first of a series of dinner 
meetings at the St. Mark’s Parish House. It 13 
planned to have all meetings until the spring vaca- 
tion preceded by these dinners. Entertainment was 
furnished by Dr. F. P. Currier who gave several 
selections on the violin with piano accompaniment. 
Dr, R. R. Smith was appointed Chairman of a his- 
torical committee to write the early medical history 
of Kent County for the state archives. The Society 
also voted to extend an invitation to the State 
Society to hold its next annual meeting at Grand 
Rapids. The speaker for the evening was Dr. 
Daniel N. Eisendrath of Chicago who spoke on 
“Recent Advance in Kidney and Ureteral Surgery” 
with colored lantern slide illustrations. 


The meeting of the Society held Feb. 14 was 
preceded as usual by a dinner. Dr. Wm. J. DuBois, 
Councillor for the Fifth District, read a resolution 
opposing the Sheppard-Towner Bill. The resolution 
was adopted, after some discussion, by a majority 
vote of the Society. The program of the evening 
was given by two University of Michigan men: 
Prof. A. C. Furstenberg, who spoke on “The Clinical 
Significance of Foreign Bodies in the Lower Respira- 
tory Tract” and Prof. Roland S. Cron whose subject 
was “The Application of the Potter Version’ with 
lantern illustrations, 


FRANK C. KINSEY, Secretary. 


MUSKEGON COUNTY 


The regular annual meeting of the Muskegon 
County Medical Society was held Friday evening, 
December 3rd, 1922, at the Century club. 


After the dinner Dr. Richard Smith of Grand 
Rapids gave a very interesting paper on Surgery 
of the Stomach, which was freely discussed by the 
local members. 

Dr. Bond of Grand Rapids was a guest to the 
meeting. 

Following the scientific program came the elec- 
tion of officers for the ensuing year, the following 
officers being elected: 

President, Dr. S. ‘A. Jackson; vice president, Dr. 
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A. B. Poppen; secretary and treasurer, Dr. F. N. 
’ Morford; delegate, Dr. F. B. Marshall; alternate dele- 
gate, Dr. Sol. G. Cohan; medico-legal officer, Dr. 
Geo. L. LeFevre; directors, Dr. A. F. Harrington, 
Dr. J. T. Cramer, Dr. Geo. L. LeFevre. 





The Muskegon County Medical Society held a 
short business meeting January 12, 1923, at the 
offices of Doctors Harrington and Morford. 

Plans for the society meetings were discussed 
and the chair appointed a committee to arrange for 
a program for the ensuing year. 

Other committees were appointed and after a dis- 
cussion of the present epidemic of lagrippe by mem- 
bers present the meeting adjourned. ; 





A regular meeting of the Muskegon County 
Medical Society was held at the Century club, Mus- 
kegon, Friday, January 26, 1923, at 6:30 p. m. 

Dr. Campbell of Grand Rapids gave a most in- 
teresting paper on ‘‘The Present Day Status of Ob- 
stetrics,’’ which was illustrated with lantern slides. 

It was freely discussed by local members. 

F. N. Morford, Secretary. 


BAY COUNTY 


At a regular meeting held at the Wenonah Hotel 
January 8th, Dr. Coller of the Surgical Department 
of the University of Michigan gave an illustrated 
talk on Osteomyelitis. 





Wednesday evening, January 31st, 200 physicians 
gathered at the Wenonah Hotel, Bay City, to hear 
Dr. F. J. Banting of Toronto lecture on ‘‘Insulin.”’ 
The Bay County Society were glad to welcome large 
delegations from Flint, Saginaw, Alpena, Midland 
and other nearby cities. Dr. Banting gave a most 
interesting account of his work. He made no glar- 
ing claims for Insulin as a cure for diabetes, but 
his remarks showed exhaustive research efforts 
which it is hoped will be another great contribution 
to medical science. 

L. Fernald Foster, Secretary. 


MARQUETTE-ALGER COUNTY 


At the annual meeting of the Marquette-Alger 
County Medical meeting, held at the Marquette 


club January 26th, the following officers were 
elected: 


President, Dr. T. W. Scholtes, Munising; vice 

president, Dr. L. W. Howe, Marquette; secretary- 
treasurer, Dr. A. W. Hornbogen; alternate, Dr. R. 
A. Burke, Palmer. 
; By unanimous vote the multiple representation 
in the house of delegates was condemned as an un- 
fair representation of delegates and undemocratic 
in principle. 

It was voted that the society pay for subscrip- 
tions to Hygeia, copies to be placed in the libraries 
at Munising, Marquette, Ishpeming, Gwinn, Michi- 
samme and Champion. 





Book Reviews 


THE MEDICAL CLINICS OF NORTH AMERICA. 
(New York Number.) The Medical Clinics of North 
America (Issued Serially, one number every other 
month). Vol. VI Number III November 1922. By New 
York Internists. Octavo of 365 pages and 21 illustra- 
tions. Per clinic year (July 1922 to May 1923). Paper 
$12.00; Cloth $16.00 net. Philadelphia and London, 
= B. Saunders Company. 
This number as most of its predecessors has 


Selected its contributors and materials from the bet- 
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ter clinics of its city. The articles are as lucid as 
ever and cover so wide a range of material that 
general practitioners, internists and pediatricians 
alike should find much of great practical value in 
them. 





THE SUCCESSFUL PHYSICIAN. By Verlin C. Thomas, 
M. D. Visiting Physician to Franklin Hospital, San 
Francisco, Octavo of 303 pages. Philadelphia and 
London, y. B. Saunders Company, 1923. Cloth, 
$4.00. 


A book like this is just the guide that the young 
doctor needs. It will enable him to most advan- 
tageously direct his efforts to become established. 
It will assist him to avoid pitfalls. He has for 
reference facts that are based upon a life time of 
experience. 

This volume should prove of exceptional aid to 
the man entering practice. It will enable others 
to determine why they are slow in making progress 
and how the barriers may be removed. We are 
more than pleased to commend this book to our 
readers. 





EXERCISE IN EDUCATION AND MEDICINE. (Third 
Edition) By R. Tait McKenzie, M. D., L. L. D., 
Professor of Physical Education and Physical Ther- 
apy and Director of the Department: of Physical 
Education, University of Pennsylvania. Octavo of 
601 pages, with 445 illustrations. Philadelphia and 
London, W. B. Saunders Company, 1922, Cloth $5.00 
net. 

If physicians were more in possession of the knowl- 

edge imparted in this text there would be less Cults 

and Masseuses working independently. . 

It is a masterly presentation as to how exercise 
will enable the accomplishment of attaining restored 
function by means of properly ‘instituted exercises. 

Too long have we depended upon a “rub” and 
liniment. Physical exercise and massage is as im- 
portant as is dietetics. 

We urge doctors to become well founded in the 
principles of physical exercise so that they can be 
intelligently instituted. This text will enable you 





to become well informed on the subject. It should 
be in the reference library of every doctor. 
NUTRITION OF MOTHER AND CHILD. By C. 


Ulysses Moore, M. D. M. Se. (Ped.) Instructor in 

Diseases of Children, University of Oregon Medical 

School. Including Menus and Recipes, By Myrtle 

Josephine Ferguson, B. S., B. S. In H. Ec., Professor 

of Nutrition, Iowa State College, Ames, Iowa.. With 

27 illustrations. 234 pages, Price $2.00. 

The important discoveries in nutrition made dur- 
ing the past five years have revolutionized our 
ideas of dietetics. This volume presents the facts 
of nutrition which have been accepted by schools 
of accredited standing everywhere. The book lays 
particular emphasis on the newer conception of 


_breast feeding, the building up of breast milk, vita- 


mins and the mineral content of the diet. Nothing 
is included which has not been tested and proven 
of practical value in personal experience. The 
volume is written in simple straight-forward English 
and as untechnical as is feasible in the presenta- 
tion of scientific facts. It is so arranged that it 
may be employed by nurses and social workers for 
instruction of mothers in the homes and in con- 
ducting short courses in nutrition. 





We accept only honest ads. Favor 


those who favor us. 


Say you saw the ad. in 
OUR JOURNAL 
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TWO QUESTIONS FOR JURY IN 
ACTION ON ACCOUNT 


(Geiger v. Gillespie (Ala.), 93 So. R. 412) 


The supreme court of Alabama says in this case, 
which was transferred to it from the court of ap- 
peals, that the plaintiff, a physician, sued the de- 
fendant to recover for professional services ren- 
dered to the latter’s daughter. One of the counts 
of the complaint was on an open account, another 
on an account stated, and the remaining count for 
professional services rendered by the plaintiff for 
the defendant, at the instance and request of the 
defendant. The cause was tried on these counts 
and the plea of general issue, together with a plea 
of the Alabama statute of limitation of three years. 
The result was a judgment for the plaintiff, which 
is here affirmed. The only question argued on this 
appeal related to the insistance that an affirmative 
charge was due the defendant on the whole case, 
on the theory that more than three years had ex- 
pired from the time the services were rendered, and 
that there had been no agreement on the part of 
the defendant to pay the plaintiff. But there was 
evidence for the plaintiff which tended to show that 
the account sued on was rendered by him to the 
defendant, and that the latter retained this account 
without objection of any character—the. services 
having been rendered in January, 1916, and the 
statement having been rendered the defendant in 
May, 1918. The evidence was in conflict, however, 
as to any objection on the part of the defendant, 
and the issue of the fact thus presented was properly 
left for the determination of the jury. It therefore 
appeared that the affirmative charge was not due 
the defendant as for an account stated. Moreover, 
one of the counts of the complaint rested for re- 
covery on a special contract between the parties 
as to the services rendered, which was supported 
by the testimony of another physician, who was 
a witness for the plaintiff. The issues presented 
by this count were also properly submitted to the 
jury. This court finds no reversible error. 





LIABILITY OF ROENTGENOLOGISTS 
AND SURGEONS—CROSS-EXAM- 
INATION OF EXPERTS 


(Stemons v. Turner (Pa.), 117 Atl. R. 922) 

The supreme court of Pennsylvania, in reversing 
a judgment obtained by the plaintiff for roentgen- 
ray burns, says that there was nothing in his state- 
ment which averred that the machine was in any 
way different from those ordinarily in use, or that 
the defendant, through lack of training or other- 
wise, was incompetent to handle it. The issue was 
therefore narrowed to the single question whether 
the defendant negligently or ignorantly used the 
roentgen ray on the occasion when he subjected 
the plaintiff to it, measuring the skill required of 
him in its use as a duty to do so with the skill rea- 
sonably required in the proper use of such practice 
and treatment. This is substantially the rule laid 
down by the Pennsylvania cases, which hold that a 
physician or surgeon is only required to exercise 
such reasonable skill and diligence as is ordinarily 
exercised in his profession, and it is also the general 
rule. 

The trial judge in his charge to the jury applied 
the rule of res ipsa loquitur (the matter speaks for 
itself) to the case, and permitted the injury to the 
plaintiff and nothing else to speak the negligence; 
a rule which this court has said does not apply be- 
tween physicians and patient. The appellaté courts 
in the several jurisdictions throughout the country 
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where the question has arisen are not in accord as 
to whether the res ipsa loquitur doctrine should be 
applied to roentgen-ray burning cases, the weightier 
reasoning being that it should not. The note to 
Runyan v. Goodrum (147 Ark. 481, 228 S. W. 397), 
13 A. L. R. 1403, covers all the decided cases, points 
out the conflict of authority among them on the 
res ipsa loquitur doctrine and deduces the gener- 
ally recognized conclusion that a person undertak- 
ing to use roentgen rays is held only to the same 
measure of responsibility as in administering other 
forms of medical treatment. This is the rule which 
wisdom dictates. 


The trial judge also unduly stressed the fact that 
the roentgen ray is a dangerous instrumentality. 
So is a surgeon’s knife. If human ills are to be 
cured, such instrumentalities must be used. To put 
on the medical profession, which must use them, 
such a burden as financial responsibility for dam- 
ages, if injury or death results, without proof of 
specific negligence, would drive from the profession 
many of the very men who should remain in it, be- 
cause they would be unwilling to assume the finan- 
cial risks. 


On cross-examination of an expert witness who 
has expressed an opinion in answer to a hypothetical 
question full latitude should be allowed to ascertain 
just what the factors were which the witness took 
into account in arriving at his conclusions, and 
what, if any, he disregarded; otherwise, the integrity 
and value of his opinion cannot be investigated. 
Under such circumstances, a broad range of inquiry 
is permitted, and the expert witness may be asked 
as to the basis of his opinion, including statements 
on which he has relied, in order to show the rea- 
sonableness or unreasonableness of the opinion ex- 
pressed, and to test its value. His attention may 
be called to any fact, omitted from the hypothetical 
question asked on direct examination, or the facts 
stated in the hypothetical question which are 
deemed unimportant may be sifted out. The data 
on which the expert rests his specific opinion (as 
distinguished from the facts which make him skilful 
to form one at all) may be fully inquired into on 
cross-examination. "Without them, the value of the 
opinion cannot be estimated. 





A GOVERNOR’S OPINION OF THE 
AMERICAN MEDICAL LIBERTY 
LEAGUE 


The Denver Medical Bulletin reprints from the 
Denver Post an open reply by Governor Sweet of 
Colorado to an invitation from the American Med- 
ical Liberty League to attend its meeting. The 
governor is quoted as saying: “I thank you very 
much for your invitation, and I wish to say that 
so far as you state the principles of the league in 
your letter, and from reading the press, I do not 
find myself in agreement with them. I agree that 
personal liberty is a thing to be cherished, but per- 
sonal liberty cannot be relied on to permit any 
practice detrimental to the health and well-being of 
society. I do not believe that ‘individual liberty” 
can be urged as a reason why you should be allowed 
to do as your please with respect to health matters, 
regardless of the law and the rights of the com- 
munity. In my opinion, the rights of society are 
just as sacred as those of the individual. 


“Tf I am called on to pass judgment on any legis- 
lation which may be passed by the legislature now 
in session, I will, be moved in my consideration of 
this legislation far more by the facts than I will 
be by any specious arguments affecting the prin- 
ciples of liberty.” 
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